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In many thousands of cases... 
In more than 3000 hospitals... 


SALICYLATE 


(brand of carbazochrome salicylate) 


Adirenosem Salicylate is unlike any Excessive postpartum bleeding and uter- Pulmonary bleeding 

hemostat heretofore available. It has ine bleeding | Metrorrhagia and menorrhagia 
been found useful in almost every branch Thoracic surgery Suppliedinampuls, tablets, and as a syrup. 
of medicine and surgery. Case histories Gastrointestinal bleeding Write for comprehensive illustrated brochure describing 
have been published on its successful use Also: Idiopathic purpura the action and uses of Adrenosem Salicylate. 

in such procedures and conditions as: Retinal hemorrhage es ae: 


Tonsillectomy, adenoidectomy and Familial telangiectasia 


nasopharynx surgery Epistaxis | 

*U.S. Pat. 2581850; 
Prostatic, bladder and transurethral Hemoptysis | 2506294 
surgery Hematuria 
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a major advance 


KYNEX IS AN ENTIRELY NEW, READILY SOLUBLE, SINGLE SULFONAMIDE EXHIBITING 


EXCELLENT ANTIBACTERIAL ACTION AT RADICALLY REDUCED DOSAGE. 


KYNEX offers clinical advantages hitherto not obtained by any one related drug: 
LOW DOSAGE: a total maintenance dose of only 2 tablets daily. 
HIGH SOLUBILITY: prompt absorption, high diffusion into body fluid and tissue. 


PROLONGED ACTION: therapeutic blood levels within the hour, blood concentration peaks 
within 2 hours—5-10 mg. per cent blood levels persist 24 hours after a single oral dose of 1 Gm. 


BROAD-RANGE EFFECTIVENESS: KyYNex is particularly efficient in urinary tract infections 
due to sulfonamide-sensitive organisms, including E. coli, Aerobacter aerogenes, paracolon 
bacilli, streptococci, staphylococci, Gram-negative rods, diphtheroids and Gram-positive cocci. 


SAFETY: KYNEX offers a margin of clinical safety based on low required dosage, solubility, slow 
excretion rate. Although KYNEX is a sulfonamide derivative and the usual precautions regarding 
such drugs should be observed, the low daily dose of 1.0 Gm. is all that is required for therapeutic 
blood levels. No increase in dosage is recommended. 7 
CONVENIENCE: The low dose of 1 Gm. (2 tablets) per day offers optimum convenience and 
acceptance to patients. 3 

Available: Bottles of 24 and 100 Tablets. 


Each Tablet contains: Sulfamethoxypyridazine...0.5 Gm. (7% grains). 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER. NEW.YORK 
*Reg. U.S. Pat. Off. 
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when the condition requires a reliable antiseptic 


specify 


MERTHIOLATE 


*‘Merthiolate’ is highly active under virtually all 


conditions; is relatively nonirritating and nontoxic 


‘Merthiolate’ is germicidal in. dilutions up to 1:4,000 in serum 
media and is relatively nonirritating in the concentrations sug- 
gested for use. It also maintains its activity in the presence of soaps. 
The fact that ‘Merthiolate’ is used as a bacteriostatic agent in fluids 


for parenteral administration gives strong evidence of its safety. 


760007 


INDIANA, U.S.A. 
HOSPITALS, J.A.H.A. 


As 
| 


hospitals 


journal of the American Hospital Association 


number 7 


volume 31 april i, 1957 


editor 

Edwin L. Crosby, M.D. 
executive editor 

James E. Hague 
managing editor 


Aaron Cohodes 


production manager 


Newton J. Jacobson 


_ contributing editor 


Arnold A. Rivin 


assistant editors 
Helene L. Crowe 
Barbara Elsholz 

Eli Fritz 

Rex N. Olsen 
Charlotte M. Roller 


advertising and business manager 


Bremen |. Johnson | 


assistant business manager 
Hal Levinson 


advertising production manager 


Martha E. Miller 


circulation supervisor 


Dorothy Heller 


STAFF CONSULTANTS 


LeRoy E. Bates, M.D. 
Arthur H. Bernstein 
Madison B. Brown, M.D. 
Jack Dillman 

Marian L. Fox, R.N. 
Hilary G. Fry 

Jose Gonzalez, M.D. 
Sarah H. Hardwicke, M.D. 
John N. Hatfield lll 
Richard L. Johnson 
Ruth M. Kahn 

Verne Kallejian 

T. Kelly 
Edmond J. Lanigan 


Marjorie M. Lawson 


Catharine H. Loucks 
Robert S. Marshall 
James R. Neely 
Maurice J. Norby 
Joseph A. Oddis 
David T. Riddell 

E. John Rizos 
William T.«Robinson 
Daniel S. Schechter 
E, Sullivan 
Patricia Sussmann 
Elton TeKolste 

Alan E. Treloar 
Gerald A. Weidemier 


Alanson W. Willcox 


Kenneth Williamson 


Clifford Wolfe 
Helen Yast 


APRIL I, 1957, VOL. 13 


_ Staffing and Designing the Recovery Room __ 


Your President Reports. 


cover 


articles 
The Complicated Picture in Blood Arnold A. Rivin..... 32 
_........Arthur E. Landon... 41 


State Hospital Association.'Campaigns' Among Legislative Candidates _. 


Bank Financing to Reduce Unpaid Accounts Jack L. Rogers _.. 47 
Call for Convention Papers. 50 
House Votes to Consider Assessment to Finance Expansion Program oe 


Pharmacy ‘Accidents’ Can Be Prevented 


Where Do You Fit in Management? _.. Paul E. Widman 3 74 
Dietary Service Caters to Individual Food Tastes Ann E. Foldi._. 82 
Landscaping the Hospital Grounds N. Dering Marrett 90 


departments 
Engineering and Maintenance 
Professional Practice 
regular features 
Calendar of Association and Allied Meetings : 7 ana 
Equipment and Supply Review... 77 
Introducing the Authors 
Officers of the American Hospital Association | on 
Opinions and Ideas 
Personal News 94 
Pro Re Nata _. John H. Hayes liz 
Service from Headquarters | 24 


A blood transfusion is administered to a little girl at the Mary Day Nursery and 

Children's Hospital, Akron, Ohio. Such life-saving transfusions, seldom used 20 

years ago, are common place today. But the task of getting that blood from the 

veins of the donor into the veins of the patient involves complex relationships and 

differences of philosophy. These are discussed in an article beginning on page 32. 

Cover photograph by Robert McCullough. (Other picture credits on page 114.) 


Index to Advertisers 114 


HOSPITALS is published the first and sixteenth of each month by the American Hospital Association, 18 E. 
Division St., Chicago 10, Ill. Entered as second class matter January 9, 1936, at the postoffice of 
Chicago, Ill., under the Act of March 3, 1879. SUBSCRIPTION RATES: $5 for | year; $9 for 2 years: $12 
for 3 years. Single copies, 30 cents, except the two-part August |, Guide issue, $2.50. (Foreign and Pon- 
American add $I per year for postage.) CHANGE OF ADDRESS: Notice should include’ the old as 
well as new address including postal zone number. Four weeks' notice is required. The local postmaster 
should be notified. COPYRIGHT: April |, 1957, by the American Hospital Association. 


ADVERTISING REPRESENTATIVES 
Chicago 10: John S. Cassel/, 18 E. Division St+—WHitehall 4-4350 


Chicago 10: William W. Howe, 18 E. Division $t+—WHitehall 4-4350 
Cleveland 15: Eugene G: Leipman, 1220 Huron Rd.—SUperior 1-1373 (5... 
New York 22: George B. Janco, 3 E. Fifty-fourth St—Plaza 4-1090 hecnun 
Pasadena: Ren Averill, 232 N. Lake Ave-—RYan 1-9291 


2 


Now...A Really PORTABLE Aspirator 


THE JUNIO, TOMPKINS 


Complete with Yankauer 
suction tube and 
utility wrench 


Cat. No. 100-65 


COMPARE THESE FEATURES 


@ Totally enclosed heavy duty motor... 
requires no lubrication... rubber mounted to 
insure quiet, vibrationless operation 


@ 32 oz. suction bottle 
Perfectly balanced... 
@ Simple filtering system...suction gauge 


and regulating valve 


@ Durable finish... Sklar two-tone baked enamel 


PRODUCTS 


LONG ISLAND CITY, N. Y. 


Sklar Equipment is available through 
accredited surgical supply distributors 
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TRADEMARK: TACE® 


APRIL |, 


over 


patients 


“the most satisfactory drug... in 
the suppression of lactation.” 


1. Eichner, E.; Goler, G. G.; Sharzer, S., and _—— B.: Obst. & Gynec. 6:511, 1955. 


(Chlorotrianisene) 


the exclusive oral fat-stored estrogen’ 


2. Greenblatt, R. B., and Brown, N. H.: Am. J. Obst. & Gynec. 63:1361, 1952.° 


“The total absence of recurrent en- 


gorgement, the minimal amount 
of withdrawal bleeding, and the 
absence of almost all symptoms 
after the first few days has been 
noted by all using Tace.”! 


1. Eichner, &.; Goler, G. G.; Sharzer, S., 
and Horowitz, B.: Obst. & Gynec. 6:511, 1955. 


Dosage: 4 capsules daily, for seven days. Also... 


“No product with which we are 


familiar equals TACE in effective- 
ness and safety.”3 


3. Bennet, E. T., and McCann, E. C.: J. 


Maine M. A. 45:225, 1954. 


“Recurrence of symptoms and ap- 


pearance of withdrawal bleeding 
are virtually eliminated, probably 
because of the storage of TACE in 
body fat and its gradual release 
after cessation of therapy.”4 


4. Nulsen, R. O.; Carmon, W. B., and Hen- 
drick, H. O.: Am. J. Obst. & Gynec. 
65 :1048, 1953. 


smoother relief of the 


menopause with less withdrawal bleeding...prolonged estrogenic effect. 


TACE, the unique, fat-stored estrogen, released like a hormonal secre- 
tion for your menopause patient. 


A 15-minute sound, color film on the endocrine mechanism of lactation 
is available for your use. The film, titled “TACE for Suppression of 
Lactation,” may be secured by writing to: Department of Professional 
Service, The Wm. S. Merrell Company, Cincinnati 15, Ohio; or contact 
your Merrell Service representative. 


THE WM. S. MERRELL COMPANY 
New York - 


1957, VOL. 31 


CINCINNATI + St. Thomas, Ontario 


Another Exclusive Product of Original Merrell Research 
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NATIONAL HOSPITAL ASSOCIATIONS 
(THROUGH MARCH 1958) 


American Hospital Association 
Annual Convention — September 30- 
October 3; Atlantic City (Hotel 
Traymore; Convention Hall) 

_ American Protestant Hospital Association 
— February 26-28; Chicago (Palmer 
House) 

Catholic Hospital Association—May 27- 
30; Cleveland (Hotel Statler; Audi- 
torium) 


REGIONAL MEETINGS 
(THROUGH MARCH 1958) 


Association, of Western Hospitals—May 
6-9; Los Angeles (Statler Hotel) 

Carolinas-Virginias Hospital Conference 
—April 11-12; Roanoke (Hotel 
Roanoke) 

Maryland-District of Columbia-Delaware 
Hospital Association— November 6-8; 
Washington, D. C. (Shoreham Hotel) 

Middle Atlantic Hospital Assembly—May 
22-24; Atlantic City (Convention 
Hall) 

Mid-West Hospital Association — Apri! 
24-26; Kansas City, Mo. (Hotel 
President; Municipal Auditorium) 


New England Hospital Assembly—March 
24-26; Boston (Statler Hotel) 

Southeastern Hospital Conference—April 
24-26; Atlanta (Atlanta Biltmore 
Hotel ) 

Tri-State Hospital Assembly — Apri! 29- 
May 2; Chicago (Palmer House) 

Upper Midwest Hospital Conference — 
May 22-24; Minneapolis. (Hotel 
Leamington; Municipal Auditorium) 


STATE AND PROVINCIAL MEETINGS 
(THROUGH SEPTEMBER 1957) 


Arkansas Hospital Association—May 23- 
25; Little Rock (Marion Hotel) 

lowa Hospital Association—Apri! 25-26; 
Des Moines (Hotel Savery) 


Louisiana Hospital Association—April 4-_ 


6; Shreveport (Captain Shreve Hotel) 

Maine Hospital Association — June || - 
12; Rockland (Samoset Hote!) 

Massachusetts Hospital Association — 
May 9; Boston (Statler Hotel) 

Michigan Hospital Association — June 
21-22; Mackinac Island (Grand Ho- 
tel) 

New Jersey Hospital Association — May 
22-24; Atlantic City (Convention 
Hall) 

Hospital Association of New York State 


x 


— May 22-24; Atlantic City ‘(Hotel 
Claridge) 

North Dakota Hospital Association — 
April 23-24; Grand Forks (Dacotah 
Hotel) 

Hospital Association of Pennsylvania — 
May 22-24; Atlantic City {(Conven- 
tion Hall) 

Comite Des Hopitaux Du Quebec—June 
24-26; Montreal. (Montreal Show 
Mart Inc.) 

Tennessee Hospital Association —— May 
30-June 1; Gatlinburg (Hotel Moun- 
tain View) 

Texas Hospital Association—May | 4-16; 

Houston (Shamrock-Hilton Hotel) 

West Virginia Hospital Association -—— 
August 1-3; White Sulphur Springs 
(Green Briar Hotel) 


AHA INSTITUTES 
(THROUGH SEPTEMBER 1957) 


‘Nursing Inservice Programs Institute — 
April 4-6; Chicago (Congress Hotel) 

Management Development Workshop — 
April 8-12; Boyes Springs, Calif. (So- 
noma Mission Inn) 

Hospital. Organization Planning Work- 
shop — April 8-12; New York City. 
(Sheraton-McAlpin Hotel) 

(Continued on page (110) 
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-BACK 


To the Profession it has served with undivided responsi- 


bility for so many years... BARD-PARKER has de- 


voted its scientific knowledge and the inimitable skill . 
of its craftsmen in developing the finest surgical blade 


possible . . . a blade that meets the demand of the Pro- 


fession for quality and economy. 


The satisfaction of knowing you have chosen the best 


Is yours when you use B-P RIB-BACK blades. 


Its Bes arp | _ Ask your dealer 


BARD-PARKER COMPANY, INC. 


Danbury, Connecticut 


UNIFORMLY SHARP 
RIGID 
STRONG 


_ the ‘only’ RIB-BACK BLADE 
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New Haven 4, Conn. 
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Tol Terrell, Shannon West Texas Memorial Hospital, San Angelo, 
Tex. 
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Reid T. Holmes, North Carolina Baptist Hospital, Winston-Salem 
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Chicago 90 

Charles Garside, vice chairman, Associated Hospital Service of 
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ford 15, Con 
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A. Kerlikowske, M.D., Ann Arbor, Mich. 

Harry J. Mohler, Missouri Pacific Hospital, St. Louis 4 

Harold A. Zealley, Elyria Memorial Hospital, Elyria, Ohio 


Secretary: James R. Neely, 18-E. Division St., Chicago 10 


Council on Professional Practice 


ae Nelson, M.D., chairman, Johns Hopkins Hospital. 
altimore 
T. Stewart Hamilton, M.D., vice chairman, Hartford Hospital, 
Hartford 15, Conn. 
Hon. ve W. Allgood, South Highlands Infirmary, Birmingham 
A 


, Ala. 
Lawrence J. Bradley, Genesee Hospital, Rochester 7, N.Y. 
George E. Cartmill, uD Be L Hospital, Detroit 1 
Lloyd H. Gaston, Luke's Hospital, New York 25 
Karl S. Klicka, M = Presbyterian Hospital, Chicago 12 
Edna S. Lepper, RN., Massachusetts General Hospital, Boston 14 
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ROMYCIN 


a new antibiotic to protect patients against infection or superinfection due to resistant staphylococei, particularly 
in hospitals where resistance is a problem and the causative agent can be determined | 


BRAND OF OLEANDOMYCIN 


“Of 140 strains of Staphylococcus aureus isolated from patients [in children’s wards], 22 were found to be... markedly 
resistant . . . to erythromycin and in each instance the organism was either quite sensitive or moderately sensitive to 


outstandingly effective and well tolerated in oral dosages 


In a series of children with bacterial pneumonia, Matromycin achieved a “quite favorable” therapeutic effect; in the same 
hospital, “thirteen children with possible Staphylococcus enteritis responded readily to [Matromycin].” In all the cases, 
Matromycin produced “‘no demonstrable toxic effects.” 


Capsules, 250 mgZ.¢ bottles of 16. : l. Ross, S.: Antibiotics Annual 1955-1956, New York, Medical Encyclopedia, Inc., 1956, p. 600. 


Prizer LAsporatories, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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LEVOPHED 


these patients 


surgical 


| 

| 


more than other pressor 


raises blood pressure in seconds in 
surgery, hemorrhage, trauma, anesthesia. 


Among 111 patients, “...99 exhibited 
an appreciable increase in blood 
pressure... Many had shown no response 

“to blood transfusions alone.’’? 

‘In another series of 75 patients in | 
profound circulatory collapse Levophed 
was found most useful where the 
shock was due to spinal anesthesia, 

sympathectomy or hemorrhage during 
surgery. In this “most useful” group | 
the survival rate was 94 per cent 
as compared to 40 per cent in the — 


~ With LEVOPHED — onset of action almos' 
accurately controlled...peripheral 
levels maintained almost 

indefinitely ... heart rate slowed, 

— coronary arteries dilated, oxygen supply 
to heart increased...shock damage tc 
kidney and brain prevented. 


Eckenhoff, J. £.; and Dripps, R. D.: 


Anesthesiology, 15.681, Nov., 1954. 
2. Sokoloff, Louis; King, B. D.; and 
Wechisler, R. Med. Clin. North America, 
38:499, Mar., 1954. 


bitartrate 


LABORATORIES 
(Formerly Winthrop Stearns Inc.) 


New York 18, N.Y. - Windsor, Ont 


natural antishock pressor hormone 
? 
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introducing the 


(left to right) JOHN BIGELOW, GEORGE F. ARCHAMBAULT, D.Sc., 
and ARTHUR E. LANDON 


State hospital association 
‘campaigns’ among 
legislative candidates 


by John Bigelow 


John. Bigelow has been serving 
as executive secretary of the 
Washington State Hospital Asso- 
ciation, Seattle, for the past five 
years. 

Prior to joining the association 
as its first full-time secretary, Mr. 
Bigelow worked for the Seattle 
Times as a reporter, specializing 
in scientific and medical subjects. 
He has also engaged in magazine 
writing and public relations work. 
He gained some of his early news- 
paper and government experience 
in Spokane, Wash.; Salt Lake City, 
and Washington, D. C. 


Mr. Bigelow has served as a 
program participant on the Ameri- 
can Hospital Association conven- 
tion and institute programs. 


Pharmacy ‘accidents’ 
can be prevented 


by George F. Archambault, D.Sc. 


George F. Archambault, Ph.C., 
D.Se., LL.B., is chief of the phar- 
macy branch, Division of Hospi- 
tals, Bureau of Medical Services, 
U. S. Public Health Service, De- 
partment of Health, Education, 
and Welfare, Washington, D. C. 


This past president and charter. 


member of the American Society 
of Hospital Pharmacists was born 
in Springfield, Mass. 


At the 
Operating Room 
Supervisor's 


Convention in Los Angeles 


Sterilizer Controls. 


SINCE 1909 


Central supply and operating 
room personnel stopping at 
the Diack booth in Los Angeles 
again expressed their confi- 
dence in every-day use of Diack 


Several people told us that whenever their autoclaves go out 

of repair or someone has rolled the packs too tightly the 

Diacks show up this defect, immediately. . . Yes, they use 

culture tests periodically but they depend upon Diacks to 
give them an immediate answer to their question. 


SMITH & UNDERWOOD 
Royal Oak, Michigan 


Sole manufacturers of Diack 


Controls and Inform Controls 


A graduate of the Massachusetts 
College of Pharmacy, Dr. Archam- 
bault returned to his alma mater 
as faculty member from 1931-1945 
and as lecturer from 1945-47. 

In addition to being a pharma- 
ceutical chemist, Dr. Archambault 
holds an LL.B. degree from North- 
eastern University School of Law, 
Boston. In 1951 the Philadelphia 
College of Pharmacy and Sciences 
conferred upon him an honorary 
degree of doctor of science. 

Dr. Archambault is currently 
serving as a member of the 1950- 
1960 Revision Committee of the 
United States Pharmacopeia. He is 
senior pharmacy consultant to the 
American Public Health Associa- 
tion’s professional examination 
service. He holds memberships in 
the American Pharmaceutical As- 
sociation and Boston Bar Associa- 
tion. 


Staffing and designing 
the recovery room 


by Arthur E. Landon 


Arthur E. Landon, newly ap- 
pointed administrator of Asbury 


_ Hospital, Salina,’ Kans., was for- 


merly administrative assistant at 
Bishop Clarkson Memorial Hospi- 
tal, Omaha, Nebr. While serving 
his administrative residency at the 
hospital, Mr. Landon conducted a 
survey of recovery room practices 
in 62, short-term, general hospitals 
to determine the desirability of in- 
cluding a postoperative recovery 
room in the new Bishop Clarkson 
Hospital. Operational patterns, re- 
ported in this survey and included 
in Mr. Landon’s article, served as 
a guide for ‘the hospital in setting 
up a recovery room. 

Born in Washington state, Mr. 
Landon received his bachelor of 
science degree in business admin- 
istration at the University of Ne- 
braska. He completed his graduate 
work in hospital administration at 
Washington University, St: Louis. 
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Only wood furniture has warm beauty combined 
with lasting durability. Wood is pleasant to touch, 
rich in appearance, easy to keep clean and pol- 
ished. Wood takes heavy punishment. It is difficult 
to mar, scratch or dent and will outlast other 
materials many times over. Wood is beautiful. 
Wood is economical. 


Carrom Furniture is made of beautifully grained 
Select Northern Hard Birch, the finest and strong- 

est of woods. It is constructed in a manner that 

assures long, trouble-free service, even though 

subjected to extremely hard usage. And Carrom 

Furniture is finished with Enduro, a strong, hard, 

durable finish, which not only protects against 

scratches, burns and stains but also brings out 

warmth and beauty, adding new distinctive lustre. 
in Carrom you find the styling you want—tradi- 

tional or modern, standard or special. Make your 

choice of furniture Carrom Wood Furniture. Write 

today for our complete, illustrated catalog. 


CARROM INDUSTRIES, INC. 
Ludington, Michigan 


illustrated is the Carrom 
Kaleidoscope Grouping 
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ANGELICA HELPS YOU 
SAVE MONEY 
WITH THIS NEW WAY 


OF SELECTING PATIENT GOWNS 


Appearances are deceiving. Unless you know the important 


differences in Patient Gowns, it is possible to make serious 


buying errors. 


For instance, should your Patient Gowns be made of knit 
material or sheeting? Should they be Redmanized? San- 
forized or unsanforized? What type back closures are best 


for you? ‘‘Plus”’ features may not always be obvious, but 


they are important to the durability and comfort qualities 


of the garment. 


Every day more and more hospitals consult their Angelica 
Representative. His varied experience with hundreds of hos- 
pitals enables him to help you select the Patient Gowns and 
other types of uniforms best suited to your specific needs. 


1427 Olive, St. Lovis 3 © 107 W. 48th, New York 36 


177 N. Michigan, Chicago 1 © 110 W. 11th, Los Angeles 15 
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SINCE 1860 


DESIGNED BY AND FOR NURSERY SUPERVISORS... 


THE ENTIRELY | W ALOE INFANT INCUBATOR 


NO OTHER INCUBATOR PROVIDES SO MANY OUTSTANDING FEATURES AT SUCH REASONABLE COST 


Aloe alone offers all six of these features: 


Explosion proof. Can be used even when 
explosive anesthetic gases are present. 


1 


Easily Mobile. Permits quick transfer of baby 
from delivery room to nursery. 


2 


3) Regulates oxygen concentration. So vitally 


important in preventing retrolental 
fibroplasia. 


Has completely simple one knob control. 


4 

5) Readily accessible from top and side. 

6) Heating element and thermostat in completely 
sealed unit. Easy to remove from.cabinet in 
a few minutes, should replacement ever 
be necessary. 


Mail the coupon today for illustrated 
brochure about the new Aloe Infant 
Incubator, or about the complete line of 
outstanding Aloe nursery equipment, if you 
are planning to equip a nursery. 


A. S. Aloe Company, Dept. 101 

1831 Olive Street, St. Louis 3, Mo. 

| would like to receive additional information about 
[_] the Aloe Infant Incubator, [_] the complete line of 


Aloe Nursery Equipment. (Please check here if you 
| ST. LOUIS 3, MISSOURI are equipping or planning to equip a nursery.) 
a. s. eloe company | 
| DIVISIONS FROM Name Title. 
COAST TO COAST Hospital 
Address. 
City Zone___ State. 
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Looks like a bed — not a piece of 
surgical apparatus. This tends to 
make the patient feel more “at 
home,” more assured of recovery 
status. 


27x 12x 1” storage tray is stand- 
ard equipment. Adds to conven- 


lence particularly when moving 


patient from area to area. Attaches 
at either end of bed. 


Hard's Slida-Side, the modern, 
space-saving, time-saving safety 
side is standard equipment. 


LI 


30” width Recovery Bed standard, 
No. 1484RG. Available also in 
36” width, known as Hard Con- 
verta-Bed. No. 1485PG. 


Foot guard, Bucks Extension, Bier- 
hoff Crutches, available as acces- 
sories. 


THE MANY-PURPOSE BED 
THAT FILLS ALL YOUR NEEDS 


HARD 


FEATURE 


RECOVERY BED 


Here’s the most versatile bed ever made for hospital 
use. Designed for recovery or intensive care areas, 
it serves a variety of other purposes as well. 


EYE BED 


Head piece re- 
moved. Bed per- 
mits access for eye 
work or other 
activities at the 
head area. 


RECOVERY BED 


Bed is equipped with fittings for 

ORTHOPEDIC 1506PG Slida-Side Safety Sides which 

. BED offer greatest possible protection, 

especially when bed is used for re- 

covery. Large ball bearing casters 

make this an easy bed to move from 

Recovery or Intensive Care Areas to 
patient's room. 


When both head 
and foot pieces are 
removed, the bed 
will accommodate 
standard round 
tube overhead frac- 
ture frame for 


orthopedic use. FRACTURE 


With head or foot 
piece removed, end 
of bed is flush with 
mattress surface, 
allowing a direct 
pull at mattress 
level for traction 
with Bucks Exten- 
sion. 


DELIVERY 
Bierhoff knee 
crutches quickly 
and easily installed 
at foot end for 
emergency de- 

liveries. 


REGULAR ROOM BED 


The bed is a handsome furniture 
piece that looks well in the standard 
modern hospital room, and works in 
conjunction with other hospital room 
furniture and equipment. HARD’s 
12-year guaranteed PG 16-position 
spring provides Trendelenberg, 
Fowler and Hyper-Extension as well 
as all standard treatment positions. 
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}» AHA HOUSE TO CONSIDER SPECIAL AS- 
SESSMENT—-The American Hospital 
Association House of Delegates met 
in special session in Chicago on 
March 16 and voted to: 

@ Meet in special session again 
on May 18 in Chicago to consider 
a bylaw amendment which would 
permit a restricted annual assess- 
ment on all members for a four- 
year period, 1957 through 1960. 

The amount would be equal to 
50 per cent of the members’ regu- 
lar dues. The assessment would be 
made with the understanding that 
all the extra funds collected (esti- 
mated at $3 million) would be 
designated for headquarters build- 
ing purposes. 

@® Favor approval of a recom- 
-mendation of the Board of Trustees 
that the headquarters building be 


constructed to the 17-story height | 


originally envisioned and that there 
be a $4,726,000 fund-raising cam- 
_paign for the Association’s pro- 
gram among industry, foundations, 
and other potential donors. 

The House tabled a proposed 
amendment to the recommendation 
which would have ~permitted the 
assessment dues increase, but 
would have eliminated the fund- 
raising campaign. 

The headquarters building re- 
port was outlined by: 

Dr. Edwin L. Crosby, AHA givectenm 
Association’s Program, Space and 
Money Needs. | 

Dr. Albert W. Snoke, AHA president 
—Report of the Board of Trustees. 

Reid T. Holmes, AHA trustee— 
Money Sources and Uses. 

Alfred C. Gumbrecht, president of 
John Price Jones Company—Fund- 
Raising Campaign. 

Alan E. Treloar, Ph.D., AHA direc- 
tor of research—the Research 
Program. 

For further details see pour be- 
ginning on p. 5l. 


> $121.2 MILLION FOR HILL-BURTON AP- 
PROVED BY COMMITTEE—The House 
Appropriations Committee, report- 
ing on the Department of Health, 
Education, and Welfare budget, has 
accepted the administration’s re- 
quest of $121.2 million for the 
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mid-March, the 


Hill-Burton program. This amount 
is $3.8 million less than the funds 
appropriated for fiscal 1957. 

‘The amount earmarked for gen- 
eral hospital construction is $99 
million; $21 million has been set 
aside in the budget for the ex- 
panded program and $1.2 million 
for basic research. (For other news 
from the federal government see 
report beginning on p. 98.) 


> FINAL FORD PAYMENTS MADE—Final 
payments by the Ford Foundation 
in its $200 million program to im- 
prove and ex- 
tend community 
hospital services 
were made in 


foundation an- 
nounced. 

The final pay- 
ment, $98,315,- 
300, was made 
to 3,300 private 
hospitals in the 
United States, 
Alaska, Hawaii, and Puerto Rico. 
The announcements that the grants 
were to be forthcoming was made 
on Dec. 12, 1955. 


MR. HEALD 


Grants, the foundation reported, 


range from $10,000 to $250,000. 
According to Henry T. Heald, foun- 
dation president, more than half 
of the grant money is being used 
for new construction projects. Next 
in order of use for the funds, he 
said, are the modernization of ex- 
isting plants and the purchase of 
new equipment. 


> HOSPITAL BENEFITS FOR PENNSYLVANIA 
STATE EMPLOYEES SOUGHT—A bill has 
been introduced in the Pennsyl- 
vania legislature to provide group 


hospitalization benefits for state 


employees. The cost of the program 
would be evenly divided between 
the state and the employees through 
a payroll deduction plan. 


A number of other bills in the 
health and hospital fields are be- 
ing considered by state legislatures 
across the country. A summary of 
many of the major measures begins 
on p. 102. 


» ROYAL COMMISSION TO STUDY BRIT- 
ISH DOCTORS’ SALARIES—Demands by 
British doctors for a 24 per cent 
increase in salaries are to be stud- 
ied by a royal commission, it was 
announced by the British govern- 
ment on March 7. 

The commission is to study how 
the level of remuneration of doc- 
tors in the government service 
compares with the income of other 
professional people and nongov- 
ernmental doctors. 

Opposition to the manner in 
which the commission is to oper- 
ate has been voiced by the British 
Medical Society. The society’s ob- 
jection is that doctors’ salaries are 
not being compared with the in- 
come of the general population. 


> MEDICAL STUDENTS NOTIFIED OF IN- 
TERNSHIPS AVAILABLE—On March 18, 
more than 6,500 medical students 
were notified of the hospitals to 
which they had been matched in 
the National Intern Matching Pro- 
gram. 

This year 6,923 students partici- 
pated in the program; 6,539 were 
matched for internships. There 
were 11,804 intern positions offered 
in 1,052 internship programs. The 
remaining 384 unmatched ‘students 
(a major reason for not being 
matched, NIMP said, is that the 
student has not proposed enough 
alternative hospitals) have been 
notified concerning internships still 
available; these students then must 
revert to doing their own matching. 

The program, begun six years 
ago, is a systematic method of 
matching the available medical 
school graduates with internships 


Worth Quoting 


. . This [the Joint Blood Council] is another example, we are 
convinced, of how men and women of good will can cooperate for the 
best interests of the American public. And cooperate, I might say, with- 
out federal law telling them how to cooperate... 
Larson, president, Joint Blood Council, before the American Associa- 
tion of Blood Banks, Boston, Sept. 4, 1956. 


~_—Dr. Leonard W. 
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available in approximately 820 
participating hospitals. NIMP was 
organized to eliminate the confu- 
sion resulting from individual stu- 
dents’ attempts to secure their own 
internships, program officials in- 
dicated. 


> ADMINISTRATORS BLAMED FOR SANI- 
TATION PROBLEM—Infections result- 
ing from poor sanitary conditions 
are steadily increasing, partly be- 
cause “laymen who are essentially 


ignorant in medical matters design, 


build, and manage hospitals.” 
This was the opinion voiced by 


Dr. Carl W. Walter, associate clin-. 


ical professor of surgery at Har- 
vard Medical School and surgeon 
at Peter Bent Brigham Hospital, 
Boston, at a sectional meeting of 
the American College of Surgeons 
last month in Washington, D. C. 

“TPoor sanitary] conditions ex- 
ist in 90 per cent of the civilian 
hospitals in the United States and 
many, many of the veterans hos- 
pitals,’” Dr. Walter said. Also con- 
tributing to these conditions, Dr. 
Walter said, were low salaries paid 
to hospital personnel and the fact 


that “doctors have been using anti- 
biotics to prevent infection and 
have killed off many of the sensi- 
tive organisms, selecting and pre- 


serving tthe rugged disease-pro- | 


ducing strains.”’ 


* WASHINGTON STATE VOTES FUNDS FOR 
HOSPITAL REIMBURSEMENT—An appro- 
priation of $6,994,300 for reim- 
bursement of hospitals for services 
rendered to indigent patients was 
approved by the Washington State 
legislature in mid-March. This was 
the full amount sought by the 
Washington State Hospital Asso- 
ciation. 

How the association helped 
explain the reimbursable cost pro- 
gram to state legislators is de- 
scribed by John Bigelow, associ- 
ation executive secretary, in an 
article beginning on p. 45. 


» 49 INJURED IN 3 ACCIDENTS—Eleven 
persons were killed and 49 others 
were injured in three separate ac- 
cidents last month. 

@® March 18; Dearborn, Mich.: 
24 workmen were injured and 2 
others were killed in an explosion 


and fire at a Ford Motor Company 
plant. Nineteen of those injured 
were hospitalized, 15 at Henry 
Ford Hospital, Detroit, and 4 at 
Wayne County General Hospital 
and Infirmary, Eloise, Mich. 

Seven of the injured were treated 
at the 6-bed plant hospital. Addi- 
tional members of the plant hospi- 
tal nursing and medical staffs were 
summoned after the explosion in a 
paint spray booth. 

@ March 20; Jacksonville, Fla.; 
an elevator at a construction proj- 
ect fell five stories killing 6 of 
those aboard and injuring 13 other 
passengers, 2 of them critically. 
The injured were brought by fu- 
neral home ambulances to Duval 
Medical Center, Jacksonville, after 
police notified hospital officials of 
the incident. 

® March 20; Linden, N. J.; 3 per- 
sons died and 12 others were in- 
jured in a Merck and Company 
vitamin laboratory explosion. One 
of the injured was taken to Rah- 
way (N.J.) Hospital and the others 
were treated at the plant clinic. 

A listing of other recent major 
disasters begins on p. 108. 


A. RECTANGULAR CUFF LINK AND TIE TACK SET—Stylish modern lines in handsome pro- 


portions; three-color AHA seal. Satin sterling silver at $20.00 per set. In 10K gold, $48.50 
per set. Cuff links only, $18.00 for silver and $45.00 for gold. 


B. GRACEFUL PENDANT—Delightfully feminine in 10K gold, three-color. AHA seal in rich 
blue, red and white mounted on goid filled case, $10.00 each. In. sterling with three-color 


Now, for the first time, you can proudly 
award your hospital’s distinguished sup- 
porters, volunteers and employees with of- 
ficial AHA jewelry. They‘re gifts to be 
cherished forever . . . beautiful .. . new 

. exciting. Available to American Hospi- 
tal Association member hospitals only. 
Order by April 15 to assure delivery for 
your special National Hospital Week cere- 
monies. See our complete display at Tri- 
State Hospital Assembly and the Upper 
Midwest Hospital Conference. 


Manufactured & guaranteed by: 


J. O. BN PK & CO. 


Chicago 2, Ill. 


31 N. State St. 


seal, $7.50 each. 


C. REGAL CIRCLE CUFF LINK AND TIE TACK SET—Three-Color AHA seal on 10K gold mount, 
$35.00 per set. Sterling mount, $15.50 per set. Cuff links only $30.00 for gold and $12.50 


for sterling. 


All prices subject to 10% Federal Excise Tax. 


hi 


Telegraph or Airmail Order to: 


AMERICAN HOSPITAL ASSOCIATION 
SEY 18 EAST DIVISION STREET CHICAGO 10, 


HOSPITALS, J.A.H.A. 
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J-D. PAK 


PROFUSE DRAINAGE DRESSING 


A PREPACKAGED DRESSING FOR COLOSTOMIES, SUPRA. 


CYSTOSTIOMES BLADDER OFPPRATIONS AS WEL AS OTHER 
TYPES OF PROC FOURES INVOLVING DRAINAGE 
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Funds for edueation 2 deserving resident in internal 


TO THE EDITOR 
Dear Sir: 
The article by Dr. Frank Sutton 
in your December 16 issue ‘‘Why 
Not Funds for Professional Educa- 
tion?” stirred up considerable in- 
terest in our hospital: In our pro- 
gram for continuing education at 
the hospital level we try to secure 


funds from sources other than from. 


the hospital’s operating budget— 
other than “at the expense of the 
patient.’ In the hope that our ap- 
proaches for obtaining funds for 
education and research might be 
of interest to other hospitals, I 
have listed some of the areas in 
which we have already, and suc- 
cessfully set up funds to help round 
out our educational program: 

1. The chief of surgery, his 
family and friends contribute to 
a surgical fund for research and 
training. This money is used to 
send residents to meetings, to visit 
university centers, and to meet 
the cost of a three month course 
in anatomy at Harvard Medical 
School. 

2. One of the local banks has 
a trust fund for medical education. 
This fund at present is paying the 
stipend for a resident for ENT 
basic science course at the Uni- 
versity of Pennsylvania. 

3. A fund is available to meet 
the unusual educational needs of 
a resident in cardiology if it is 
deemed wise by the director of 
that department and approved by 
the hospital director. 

4. A substantial fund has re- 
cently been set up by the widow 
of a former chief of orthopedics 
and fractures for research and 
training in this specialty. 

5. We have recently received a 
contribution of $1,000 from the 
Rhode Island Hospital Guild to 
create a loan fund for eligible 
members of our house staff to be 
administered by the executive 
committee of the hospital staff 
association. 

6. A scholarship is available for 
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medicine amounting to $1,200 for 
the year. This is’ made available 
by a pharmaceutical laboratory 
each year to a different resident 
of our selection. There are no com- 
mercial obligations attached to this 
grant. 

The chiefs of the several depart- 
ments have given leadership to the 
creation of funds for their serv- 
ices. The trustees and adminis- 
tration have provided stimulation 
and assistance.—O. G. PRATT, ex- 
ecutive director, Rhode Island Hos- 
pital, Providence. 


Mental hospital supervision 


TO THE EDITOR 
Dear Sir: 

This letter is a commentary on 
the “NO” position of. the .article 


entitled ‘“‘Must a Mental Hospital 


Superintendent be Physician- 
Psychiatrist?” in the Jan. 16, 1957, 
issue of your Journal. Acknowl- 
edging the preference for a phy- 
sician-psychiatrist as administra- 
tor is an admission of ‘‘something”’ 
lacking in the alternate. This 
‘‘something” happens to be all im- 
portant for the human beings con- 
fined in such institutions—the pro- 


_ fessional intelligence to serve the 


peculiar needs of the hospitalized 
mentally ill and to discharge legal 
responsibilities. Superintendents of 
general hospitals are required to 
exercise sound organizational con- 
cepts, extract quality services from 
nonmedical personnel, and direct 
business transactions; the others 
are held responsible for the thera- 
peutic milieu, which touches prac- 
tically every activity of the insti- 
tution. Even nonmedical services 
should operate for the therapeutic 
benefit of the patients. Such an 
organizational concept requires 
psychiatric training, with ability 
to supervise and evaluate specific 
therapies. 

The belabored definition of “lay” 
may be simply resolved by another 
referral to the dictionary; a person 
‘not belonging or not connected 


with a given profession.” The pref- 
erence for “nonmedical” suggests 
desire for shirt-tail kinship denied 
to general hospital administrators. 

The unfitness of nonmedical su- 
perintendents is indicated from the 
fact that even physicians, trained 
to care for human beings have an 
antipathy towards the understand- 
ing and treatment of the mentally 
ill, the main purpose of mental 
hospitals. This is expressed in the 
small percentage of physicians 
specializing in psychiatry, of whom 
less than half engage in institu- 
tional services. Relatively few lay- 
men can feel and understand the 
needs of the mentally ill, a quality 
of person not. readily - acquired 
without a background of medical 
education. The duties of mental 
hospital superintendents embrace 
the health and welfare of incom- 
petent sick people. A layman can 
not fully meet such a responsi- 
bility. 

The suggested minimal qualifi- 
cations for nonmedical superin- 
tendents are unrealistic. A mas- 
ter’s degree, even a doctorate “in 
business, hospital or public ad- 
ministration” will not relieve the 
deficiency. Years of “experience 
in administrative functions” in 
medical or allied fields, including 
mental hospital settings, will not 
materially increase the capacity to 
appreciate medical problems. The 
qualities desirable in a lay ad- 
ministrator may actually handicap 
the medical operations of a mental 
hospital. It cannot exist as a cold 
business of accounting, operation 
and public relations. The govern- 


Letters from readers are wel- 
come. This department is_ in- 
tended to serve as a rostrum for 
the expression of reader opinion. 
Please address letters to: 

Editor 

HOSPITALS, Journal of the 

American Hospital Association 

18 East Division Street 

Chicago 10, Illinois 
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save money... 
and valuable time 
in your hospital 
with 


the only 
one-step, sterile 
additive vial 

for use 

with parenteral 


solutions 


Add medication to parenteral solutions directly — asep- 
tically—in seconds. 


NO AMPULES « NO NEEDLES « NO SYRINGES 


Simply remove the tamper-proof cover of INCERT and 
push sterile plug-in through large hole in stopper of 
solution bottle. It’s that easy...and a completely 
closed, sterile system. 


TRAVENOL LABORATORIES, INC. 
HOSPITALS, J.A.H.A. 
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ing philosophy of a good mental 
hospital requires employee partici- 


pation which is not obtainable by: 


an impersonal administrator. The 
treatment program depends on 
their maximum usefulness. A be- 
nevolent interest in personnel is 
possible without sacrifice of ad- 
ministrative effectiveness. 

The idea “that the psychiatrist 
has to unlearn (aspects of psychi- 
atry) when he assumes the role 
of a medical administrator” sug- 
gests a lay administrator particu- 
larly objectionable for mental hos- 
pital services. Every important 
decision of a mental hospital ad- 
ministrator, with the exception of 
purely legalistic functions, carries 
therapeutic implications. Granting 


the importance of administrative 


training and experience, there 


are essential personality attributes, . 


without which neither layman nor 
physician can successfully direct 
a mental hospital. A compulsive 
rigid person cannot delegate re- 
sponsibility, and the flamboyant 
extrovert may delegate too much 
without follow-up on performance. 
Both are liabilities, but less likely 


to occur with medical administra- 
tors. 

Their estimation of the psychia- 
trist-administrator is. contrary to 
the growing experience of business 
executives employing psychiatrists 
as administrative consultants; a 


growing subspecialization of psy- 


chiatry. Capacity for decisions is 
the mark of the physician and 
more so of the psychiatrist. 

The faults found with some 
medical superintendents are the 
results of the system which is de- 
scribed as ‘‘to ‘promote’ or ‘demote’ 
a psychiatrist from the clinical 
fields to administrative fields with- 
out any special preparation for 
the performance of his new duties.”’ 


Before the end of World War II — 


career physicians of .institutional 


practice were critically dubbed 


“institutional bugs.”. These could 
not change basically by mere pro- 
motion. It was the system that 
permitted their filling the shoes 
of the departed predecessor. States 
with more progressive personnel 
practices or unfettered Commis- 
sioners of Mental Health could 
obtain competent psychiatrists as 


good administrators. There always 
have been some outstanding medi- 
cal superintendents. 

The 1953 finding by the Amer- 
ican Hospital Association that out 
of 237 mental and allied govern- 
mental hospitals, the administra- 
tors (presumably medical) spend 
only 47 per cent of their time on 
administrative matters as com- 
pared with 90 per cent for admin- 
istrators of short-term hospitals, 
could mean, facetiously, that the 
latter probably spent more time 
hand shaking, while the former 
made professional use of their 
spare time. The brochure of the 
Menninger Foundation on _ post- 
graduate training in psychiatric 
hospital administration points out 
that it is not enough “to keep 
a balanced budget and sanitary 
kitchens,” that the entire hospital 
is a therapeutic instrument. 

The suggestion that good admin- 
istrators can hire qualified tech- 
nical assistants, meaning physi- 
cians, for the medical portion of 
the responsibility, is unrealistic. 
The natural sensitivity of physi- 

(Continued on page 110) 


‘NOW AVAILABLE IN INCERT® SYSTEM 


VI-CERT — Lyophilized B vitamins with C 


POTASSIUM CHLORIDE SOLUTION 
20 mEq K*t and Cl~ in 10 cc. sterile solution (2 mEq/cc.) 
40 mEq K* and CI~ in 12.5 cc. sterile solution (3.2 mEq/cc.) 


CALCIUM LEVULINATE SOLUTION 


10% solution, 1.0 gm. (6.5 mEq of calcium in 


10 cc. sterile solution). 


SUCCINYLCHOLINE CHLORIDE 


for skeletal muscle relaxation 


500 mg.in 5cc. sterile solution 
1000 mg. in 10 cc. sterile solution 


POTASSIUM PHOSPHATE SOLUTION 


Contains 30 mEq K* and HPO,= in 10 cc. sterile solution 


Pharmaceutical Products Division of 
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BAXTER LABORATORIES, INC. 


MORTON GROVE, ILLINOtS 
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Whatever your requirements... there’s a 


DRIOX oxygen is shipped and stored in liquid form in specially-designed, 
insulated containers. Self-contained vaporizing equipment automatically 
converts liquid oxygen to gaseous oxygen for your piping system. 


NEW—LIQUID OXYGEN IN CYLINDERS! One of LINDE’s new LC-3 liquid 
oxygen cylinders contains the equivalent of 12 standard cylinders of 
gaseous oxygen—occupies only one-third the space. This large capacity 


cylinder can be handled and moved as needed. 


With today’s high demands, your present oxygen 
supply facilities may be outmoded and inadequate. 
To get more information about LINDE oxygen supply 


systems, just call your nearby distributor, or write 


the LINDE office nearest you. 


LINDE OXYGEN SUPPLY SYSTEM 


for your needs 


A continuous, dependable supply of pure oxygen is 
essential to your hospital. And for whatever quan- 
tities of oxygen you may need, there’s a LINDE oxy- 
gen supply system just right for your requirements. 


<q IN CYLINDERS: LINDE oxygen is supplied in standard cylin- 


ders, which can be manifolded to assure economical use of the ~ 
oxygen you buy. 


CASCADE oxygen provides a continuous flow of dry, gaseous 
oxygen for your hospital piping system. Manifold cylinders on 
your site are filled from special tank trucks of liquid oxygen, 
converted into gaseous oxygen as cylinders are filled. 


LINDE AIR PRODUCTS COMPANY 


Trode-Mark 


A Division of Union Carbide and Carbon Corporation 
30 East 42nd Street [afm] New York 17, New York 


In Canada: Linde Air Products Company, Division of Union Carbide Canada Limited, Toronto 


The terms “‘Linde,”’ ‘*Cascade,"’ and **Driox"’ are registered trade-marks of Union Carbide and Carbon Corporation. 
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FLEET’ ENE 


Disposabie Unit 


Now in individuai carton 
with tubricant 


Handy, Economical, Practical . . . That's the ; 4 doz. 

FLEET ENEMA Hospital Economy Pack. Contams - 

forty-eight individually packaged, complete units, 12 doz. 

including fubricant. Each carton provides space 

at the top for patient’s name and room nutnber. 94 doz. 
- FLEET ENEMA is the only Disposable Unit with a plastic 

sqileeze bottle designed for easy, one-hand adminis- 48 


tration. . with a rectal tube anatomically patterned 
to minienize injury hazard... with a built-in | H EP is supplied 


diaphragm to regulate flow and prevent leakage . 

saves nearly 28 minutes of attendant’s time per enema. 
That's. why it’s the Disposable Unit of choice 


in full cases only 


a quality disposable unit at a budget price, 
“FLEET ENEMA, H E P.” from your wholesale druggist 
| or hospital supply house.” 


"When ordering less than.4 dozen, 
specify “FLEET ENEMA, Standard 


B. FLEET inc. 


ynchburg, Virginia 
a ~ Makers of Phospho = Soda { Fleet) A laxative of choice for over 60 years. 
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Newborn statistics 


There is an apparent difference of 
practice in hospitals in processing the 
admission of newborn infants who are 
retained in the hospital after the 
mother is discharged. What is the 
accepted practice? Is the baby ad- 
mitted to the pediatric section imme- 
diately? Is the baby considered a new- 


born patient during his or her entire 
stay? 

Your assistance in solving this prob- 
lem will not only help us in submit- 
ting correct statistics to the AHA, but 
other hospitals in this area will bene- 


fit. 


There probably is variation 
among hospitals in their practices 


regarding the newborn infant who 
stays in the hospital after the dis- 
charge of the mother. Probably 
these are connected with varia- 
tions in physical facilities, size of 
newborn nurseries, etc. 

It would seem to me that the 
physical placement of the baby 
should be determined primarily 
by what is best for the baby’s care. 
From that point of view, when a 
baby is awaiting adoption, for ex- 
ample, it may be desirable to keep 
a baby in the newborn nursery 
even for as long as a month after 
the mother’s discharge, unless 
there is a “clean” pediatric area 
in which the baby can be cared 


for without risk of exposure to 


other infants with infections or to 
nursing personnel caring for such 
sick infants. 

Usually, for statistical purposes, 
an infant is considered a newborn 
infant as long as he remains in the 
regular newborn nursery. If, for 
some reason, such as his becoming 
ill, he is transferred to a pediatric 
section, then he would be counted 
statistically as are the other in- 
fants in that pediatric section. 

—SARAH H. HARDWICKE, M.D. 


Indigent care 


Are most county hospitals, which 


This unique VIM design per- 
mits easy, complete with- 
drawal of even the most 
viscous solution — ends bend- 
ing, breaking, dulling of hypo- 
dermic needles because only 
aspirating tip pierces vials’ 

/rubber seal — greatly in- 
creases needle life. 


receive only indigent patients, staffed 
by physicians who do their work with- 
out remuneration, or do most. counties 
pay their physicians for the care of the 
indigent? 

Is the trend in general away from 
the establishment of new or additional 
county facilities, or are county facili- 
ties being combined under the same 
roof with private facilities? 


Sturdy, large gauge per- 
manent aspirating tip 
pierces toughest vial dia- 
phragm, withdraws solu- 
tion easily. 


Generally, indigent care in large 
municipal hospitals is provided by 
interns and residents under the 
guidance of attending staff mem- 
bers who serve without remuner- 
ation. The growth of prepayment 

plans has reduced the number of 
Syringe medical indigents, and internships 
nex needles may be used. and. residencies in _ institutions 
where indigents constitute a major 


A quick twist cee 


injecting needle’ on as- 
pirating tip. Either VIM 


Available through your surgical/hospital supply dealer or write: 
MacGregor Instrument Co., Needham, Mass. 

The answers to these questions should not be con- 

strued as being legal advice. Hospitals with legal 

problems are advised to consult their own attorneys. 
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(* decrease) 


Short-term general and special. ........ 
Governmental-nonfederal ...... 
Long-term general and special .:..... 


Percentage increase in hospitals and beds, 1946 to 1955 


Hospitals Beds 
12.0% 11.0% 
17.9 19.9 
17.8 29.3 
4.1 — 5.6* 
42.7 6.4 
8.5* 
13.8 24.3 
—18.7* — 6.2* 
5.9 —22.3* 


share of the patient load are in 
considerable demand. 

In county and municipal hospi- 
tals located in small communities, 
the most frequent pattern of medi- 


_cal care that we have observed is ~ 


one where doctors with privileges 
in the hospital render care without 
remuneration to indigents on a 
rotating basis. 

There are, of course, many ex- 
ceptions to these two basic pat- 
terns. In one community, for ex- 
ample, physicians .are reimbursed 
on a capitation basis for indigent 
care, i.e., annual per capita pay- 
ment for all the indigents for which 
they agree to accept medical re- 
sponsibility regardless of whether 
the patient is hospitalized. In other 
areas physicians are reimbursed for 
specific services rendered to indi- 
gents. Frequently the fees for such 
services are established at a lower 
than average level. 

We have data covering the 10- 
year period from: 1946 to 1955 
which show the trends in growth 
of hospitals and beds for various 
classifications of hospitals. The 
percentage increase (or decrease) 
in hospitals and beds in these clas- 
sifications is shown in the Chart. 

Some of these increases and de- 
- creases reflect changes of hospitals 
from one classification to another. 
For example, some long-term hos- 
pitals became short-term hospitals 
during the 10-year period. The 
rather phenomenal increase in gov- 
ernment short-term general and 
special hospitals does not neces- 
sarily mean\ that there has been 
an increase ik the number of gov- 
ernment instiqutions which limit 
care to indigents. To the contrary, 
more and more hospitals operated 
by local governmental units are 
accepting patients who are finan- 


APRIL |, 1957, VOL. 31 


cially able to pay for their own 
care either directly or through a 
third party agency. In effect, these 
hospitals operate exactly the same 
as those operated as independent 
nonprofit corporations, except that 
the governing authority stems from 
the governmental unit rather than 
from an independent self-perpetu- 
ating board. 

One of the major reasons for the 
increase in governmental hospi- 
tals is that necessary tax funds 
have been found to finance new 
construction.—JAMES R. NEELY 


WITH SLIDING TELESCOPIC CARRIAGE TRAY 


JEWETT 


MORTUARY 
REFRIGERATORS 


FROMI T0108 BODY CAPACITY 


Hospital installation of three-tier Jewett mortuary refrigerator and Jewett instrument cabinet. 


Jewett built the first mortuary refrigerator over 40 years ago 
... today Jewett is the accepted leader in its field, offering custom- 
built and standard mortuaries designed to meet your specified 
requirements. Available in recessed, free standing, side opening or 
pass through models, also wheel-in types for carts. 


WRITE DEPARTMENT H 


"SE 
MANUFACTURERS 
OF REFRIGERATORS 
OF EVERY TYPE 


FOR INSTITUTIONS 
Since 1849 


REFRIGERATOR 


BUFFALO 13. N.Y. 


25 


} | 
| 
| 3 
ag 
| 
| 
* 
$ 
B R 
| 
| 
| —_ 
= 
| | 
| 


The Electromatic—Unmatched for convenience. A 
completely automatic battery-driven wheel chair 
operated by finger-tip control. Available in your 
choice of 36 different models to fill your particular 


BEFORE you buy, needs. Turns completely in its own length. Brakes 
automatically when power is released. Illustrated 
be sure to see is the Cruiser model with Telescopic Footrests. 


the new American Catalog 
of Wheel Chairs and Accessories 


Suppliers of more than 15,000 products, hospital-proved for quality, efficiency and economy 


NEW YORK + CHICAGO + KANSAS CITY «© MINNEAPOLIS + ATLANTA 
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versatility— 
unexcelled durability— with 
American Wheel Chairs 


The most important advantage of the American Wheel Chair Line is its complete 
adaptability to fit ‘varying patient requirements. Almost every patient— 
regardless of size, age, or ailment—can be accommodated by American’s 

basic models, attachments, and adjustments. 


As for durability, American Wheel Chairs are made to withstand constant and - 
severe hospital service. You can expect them to last years longer— 
proving to be your finest, most economical wheel chair investment. 


The American line offers a complete selection of models—from standard units to 
Electromatic self-propelled wheel chairs that take the patient virtually anywhere 
that a nurse can—all at the push of a button. | 


These superior units are manufactured by American Wheel Chair, 

Division of Institutional Industries, Inc., for distribution to the hospital field by 
_ American Hospital Supply Corporation. In their design, engineering, and performance, 
they are the finest in the field. They represent another example of American's 
unceasing efforts to ease the burdens of hospital personnel— 
and to reduce the costs of hospital administration. | 


The Pacesetter — Built for style, comfort and The Leader—Quality crafted for lasting The Supreme—For those who want the finest. The Triumph—Multi-position back ... relief 
economy. Constructed of high grade furni- service. Unrestricted selection with 20 dis- Standard Removable or Removable Desk for those iri 


requiring utmost comfort. Rugged 
ture steel tubing in a sparkling chrome tinctly different models to choose from. Arms to make easy transfer from chair to construction with either Standard Remov- 
finish. Shown here is the Pacesetter with Illustrated here is the Leader with Adjust- bed, car, etc. 40 models meet virtually all 
Telescopic Footrests... one of 20 diversi- able Legrests. The Leader is a deluxe chair possible patient requirements. Pictured is 
fied models. Permits greatest freedom of with jar-smothering Flex-ride Frame and the Supreme with Removable Desk Arms 


choice in the low price range. hidden X members. ~and Swinging Footrests. movable Arms and Adjustable Legrests. 


American Hospital Supply corporation 


GENERAL OFFICES+ EVANSTON, ILLINOIS 
WASHINGTON - DALLAS ¢ LOS ANGELES e+ SAN FRANCISCO 
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IN 
LABOR COsTs.. 


/ OVER CONVENTIONAL 
/ TYPE FLOOR MACHINES! 


ONLY THE KENT OFFSET-DESIGN 
FLOOR MACHINE CAN GIVE YOU 
THESE BIG SAVINGS 


In test after test, Kent OFFSET-DESIGN Floor 
Machines saved 20% or more in labor costs over 
conventional-design models. This also means Kent 
Floor Machines do 20% more work than conven- 
tional center-mounted machines. 
YES, KENT OUTPERFORMS ALL OTHERS! 

Only Kent has the Offset Motor that permits easy 
control through BALANCED POWER... lets the 


operator do more work per hour, with less fatigue. 


Compare before you buy. Prove to yourself that 


Kent outperforms all others. 


OFFSET MOTOR ~ 
counter balances \ 
handle weight, re- 

duces backward \ 
thrust into opera- 
tor. 


Ask about the complete line of 
Kent Vacuum Cleaners... 
ideal team-mates for Kent 


Floor Machines. 


| 
| 


[] Please send me complete literature on Kent Floor Machines that cut 
labor costs 20%. 


[] Also send information on Kent Vacuum Cleaners. 


[| Have salesman call to demonstrate. 


ANCHOR = 
#4) ALtL-N YLON 
4 
Wy 
ALYY 
@ //2- lifetime tufts anchored in 
non-corrosive nickel silver 
guaranteed 400 times—each Anchor All- 
Nylon Surgeon’s Brush is guaranteed to with- 
/ stand a minimum of 400 autoclavings 4 
é 
/ @ tufts are soft but firm and especially tapered ’ 
for better scrub-up efficacy with more comfort . 


@ grooved handles assure firmer grip... 
crimped bristles retain soap better 


Satisfied users are one of your hospital's best 
assets, so Why not please your surgeons by getting 
the best. Outstanding performance also makes 
Anchor brushes the most economical on the mar- 
ket today. 


ORDER BY THE DOZEN OR BY THE GROSS THROUGH YOUR 
HOSPITAL SUPPLY FIRM 


OTHER HIGH QUALITY ANCHOR PRODUCTS... 


NEW, All-Nylon Emesis Basin 
All-Nylon Drinking Tumblers SL 


Sold Only Through Selected Hospital Supply Firms 


ANCHOR BRUSH COMPANY 


AURORA, ILLINOIS 


Write for Complete Information to Exclusive Sales Agent 


THE BARNS COMPANY. 
1414-A Merchandise Mart «¢ Chicago 54, Illinois 
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Your FR, of Sustagen Feedings q.2h. 


buffers acid 

helps build tissue 

promotes healing 

provides a bland high protein diet 


PROVIDES FOOD FOR THE PATIENT 
PROVIDES THERAPY FOR THE LESION 


a peptic ulcer patient ... 
comfortable...well fed...on the job! 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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To shorten 


postoperative convalescence eee. 


Prostigmin 


A powerful cholinergic, Prostigmin 'Roche' helps prevent postsurgical 
i distention and bladder atony when administered pre- and postoperatively. 
Well tolerated by patients, it aids in shortening convalescence and in 


reducing nursing cares Prostigmin® - brand of neostigmine U.S.P. 


Order direct from ‘Roche’ at hospital prices 
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editorial notes 


—roundup on blood 


The emergence of blood banks 
as a valuable national health re- 
source has been almost dizzily 
rapid. Since World War II, hun- 


dreds of blood banks have come 


into prominence, and occasionally, 
into controversy. 

Most of these blood banks have 
done a remarkable job of satisfying 
a medical need. They have enabled 
physicians to save and prolong 
countless lives. Operations and 
techniques that only a few years 
ago were conjecture now have been 
routinized, largely because of im- 
proved techniques for storing and 
dispensing blood. 

In their rapid growth, blood 
banks have embraced different or- 
ganizational patterns and, some- 
times, contradictory philosophies. 
The ethical problems of whether 
blood should be sold or given, 
bought or donated, have been an- 
swered in a variety of ways. But 
these problems are merely one 
facet in a complex. On page 32 
of this Journal, “The Complicated 
Picture in Blood” and the reasons 
it is complicated are examined. 


—basic coverage through 
payroll deductions 


The American Hospital Associa- 
tion has consistently maintained 
that payroll deductions should be 
permitted for the payment of 
health insurance by federal em- 
ployees. The Association has con- 
sistently urged legislative action 
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to this end. To date all such efforts 
have failed. 

There seems to be new hope, 
however. The comptroller general 
has now. informed the Congress 
that a payroll deduction plan 
would be feasible on the basis that 
a government payroll office would 
be required to deal with five differ- 
ent clearing houses at the most 
rather than several hundred in- 
surers. 

Furthermore, the comptroller 
general’s study shows that, after 
the initial setup, the continuing 
unit cost of administering a pay- 
roll deduction plan would gen- 
erally be less than the costs now 
being incurred under the group 
collector method of collecting pre- 
miums. 

This opinion, it would seem to 
us, removes one of the arguments 


raised by the government against 


basic prepayment coverage for fed- 
eral employees. Last year, the gov- 
ernment proposed that a catas- 
trophic (major medical) plan be 
provided for federal employees. 
At that time, the Association 
commented that “major medical’ 
was not enough. In any plan for 
federal employees health insurance 
the first requisite is to assure basic 
coverage. The Association com- 
mented that ‘‘all concerned should 
recognize that this (major medi- 
cal) proposal deals only with costs 
of the so-called catastrophic ill- 
nesses and ignores the more im- 
portant question of ‘basic coverage 
of the overwhelming number of 
illnesses which strike our people. 


“The Association believes that 
federal employees should have the 
opportunity ‘to cover those basic 
costs through a voluntary prepay- 
ment plan and through a payroll 
deduction system.” The Association 
also urges that the government 
contribute some part of the -costs 
of any federal employees health 
program finally agreed upon. 

The Association has not changed 
its position on basic coverage nor 
on payroll deduction. We are hope- 
ful that the administration will 
change its position so that all par- 
ties can join in supporting a bill 
providing these long overdue ben- 
efits for federal employees. 


—babies and bonds 


A savings bond and a baby often 
mature together. When this hap- 
pens, the baby benefits. So does the 
nation. The U. S. Treasury Depart- 
ment has instituted a “Dear Par- 
ents” plan intended to increase the 
amount of money invested in sav- 
ings bonds. 

The Treasury: plan is to make 
information concerning the bond 
program available to parents of 
babies born this year in U. S. and 
Hawaiian hospitals. The govern- 
ment hopes to reach parents of an 
estimated four million babies who 
will be born during 1957. 

Dr. Edwin L. Crosby, director 
of the American Hospital Associa- 
tion, has urged hospitals through- 
out this country and Hawaii to aid 
the Treasury Department in its 
campaign. 
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the complicated picture 


WENTY YEARS ago last month, 

the late Dr. Bernard Fantus 
and a small group of colleagues at 
Chicago’s Cook County Hospital 
opened the doors of their new Blood 
Preservation Laboratory. With that 
action, they also opened the doors 
to a great new era of medical 
progress. 

Almost immediately, Dr. Fantus 
decided that the name Blood Pres- 
ervation Laboratory was cumber- 
some, so he coined a new term— 
blood bank.! The word bank, he 
reasoned, would signify the saving 
of blood in a place from which it 
could be obtained whenever needed. 

That was in March 1937. Later 
that same year, the Red Cross 
chapter in Augusta, Ga., started 
operating the nation’s first Red 
Cross blood donor service. Other 
chapters followed suit, and within 
15 months there were a dozen Red 
Cross chapters engaged in blood 
donor activities in the United 
States. 

But blood banks as we know 
them today were still virtually un- 
heard of. In fact it wasn’t until 
World War II—almost yesterday— 
that blood really came into its own 
as a therapeutic agent. During the 
war the steady stream of battle 
casualties pouring into overseas 
aid stations and receiving hospi- 
tals forced a drastic speedup of 
measures to alleviate shock. The 
evolution of blood usage became 
a revolution. 

Thousands of civilian doctors, 
summoned into military service, 
saw dying men recover, wounded 
men get up and walk again. They 
were able to perform lengthy sur- 


Arnold A. Rivin is contributing editor of 
HOSPITALS. J.A.H.A., and executive editor of 
Trustez, the journal for hospital govern- 


ing boards. 
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The present national blood situation 
is largely confused, uncoordinated and 
unsystematized. Part of the reason is 
that blood banking as we know it is 
not much older than commercial tele- 
vision—practically a postwar innova- 
tion. No one knows how much blood 
is used annually or how many blood 
banks there are. There is disagreement 
on definitions, even more serious dif- 
ferences in the philosophy of blood 


collection and distribution. The nation- 


al organizations involved have set up 
a coordinating mechanism, but it still 
has a long, tough job ahead of it. | 
An article in the April 16 issue of 
HOSPITALS, J.A.H.A., will discuss 
some of the systems for making blood 
available to the people who need it. 


gical operations, with outstand- 
ing success. And the miracle that 
brought this on was blood. 
Where human suffering is in- 
volved, doctors don’t like to think 
in these terms, and yet it is a fact 
that World War II provided them 
with almost limitless clinical ma- 
terial, and they made the most of 
it. The otherwise tragic pressures 
of wartime thus forced medical 
science, within a few short years, 
to take tremendous strides that 
might have taken several times as 
long under peacetime inertia. 


THROUGH 2,000 YEARS 


Within the half-second of history 
from 1941 to 1945, then, the ideas, 
dreams and experiments of 20 cen- 
turies were telescoped, brought in- 
to focus and put to use. Some of 
the names and dates: Ovid, circa 
10 A.D.; the physicians of Pope 
Innocent VIII in 1492 (the Pope 
and three donors died in an unsuc- 
cessful attempt to transfuse him); 
Pegelius, Libavius, Harvey and 
Colle ‘in the early 1600’s; Sir 
Christopher Wren in 1656; Richard 


Lower, Samuel Pepys and Jean 
Baptiste Denis a decade later; 
James Blundell in 1818; Creite in 
1869; Lanlois in 1875; Landsteiner, 
De Costello, Sturli, Ottenberg, 
Jansky and Moss in the early 
1900’s; other 20th century men 
such as Hektoen, Alexis Carrel, 
Crile, Burnheim, Kimpton, Brown, 
Lindeman, Hustin, Lewisohn, Weil, 
the Russian Yudin, the Argentine 
Agote. 

During the first World War a 
few medical men used blood with 
fair success. Notable among these 
was Dr. Oswald Robertson, a United 
States medical officer serving with 
the Canadian medical corps from 
1914 to 1918. Dr. Robertson drew 
blood in the rear echelons and 
took it forward and administered 
it to the severely wounded in the 


- medical clearing stations behind 


the front lines.* But the idea failed 
to catch on, and after the war 
ended there was little said about 
blood transfusions until the mid- 
thirties. 

But by the time the second war 
was over, in 1945, when thousands 
of armed forces physicians began 
returning to their civilian prac- 
tices, they could not forget the 
job that blood had done for the 
wounded. They began to demand 
blood for their civilian patients. 
In fact, the physicians interviewed 
for this article told of some doctors 
who went overboard and ordered 
blood almost as indiscriminately 
as they might prescribe an aspirin. 
(“It won’t hurt anything,” they 
might have reasoned, ‘‘and better 
safe than sorry.’’) The more intel- 
ligent soon realized (and others, 
unhappily, had to learn) the tragic 
fallacy of this sort of logic; they 
learned that needless transfusions 
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can indeed be harmful; they learned 
that there are hazards involved 
in drawing, processing and admin- 
istering blood, chances of error or 
untoward reaction even under care- 
ful surveillance; they learned, some 
of them, that using blood is some- 
thing like performing surgery, since 
both involve risks to the patient’s 
life, and the same rule of thumb 
applies to both—‘“‘If you don’t have 
to do it, don’t do it.” 

Although some transfusions were 
used before World War II, they 
were not used to any great degree, 
and much less was known about 
blood then. Dr. R. W. Koucky, 
medical executive of the Minne- 
apolis War Memorial Blood Bank, 
estimates that between 1930 and 
1935 there was a ratio of perhaps 
one transfusion to 150 to 200 hos- 
pital admissions in the United 
States. A 1950 American Medical 
Association survey of hospital 
blood banks, published in 1951, 
showed a usage of about 0.17 units 
per admission, or one transfusion 
(i.e., one unit of blood) per 5.88 
hospital admissions in 1950.5 Pend- 
ing the outcome of a survey being 
made now by the Joint Blood Coun- 
cil, under a Public Health Service 
grant, the ratio for 1956 is an un- 
known quantity but could possibly 
be as narrow as one transfusion 
per three or four admissions. 


WHAT IS A ‘“‘BLOOD BANK’’? 


The past 10 or 15 years, then, 
have seen the development of hun- 
dreds of new blood banks, mostly 
in hospitals. While there is no 


BLOOD must be refrigerated in order to be 
properly preserved for later use. At left a 
technician checks supplies in the walk-in 
refrigerator at the Regional Blood Center in 
Washington, D. C., one of 50 such centers 
the Red Cross operates across the nation. 
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unanimous agreement as to what 


a blood bank is, most medical au- - 
blood 


thorities and _ professional 
bank people define it as an institu- 
tion for procuring, drawing, proc- 
essing, storing and distributing 
blood. Many hospital blood banks 
do not meet this definition but in- 
stead consist merely of a refriger- 
ated unit for storing whole blood 
until it is needed. Still they are 
called blood banks. It is this fuz- 
ziness of definition which to date 
has made it virtually impossible 
to gather any completely reliable 
national statistics on just how 
many blood banks there are in 
this country. Most guesses at pres- 
ent center around the 1,500 mark, 
but many of these would not meet 
the fuller definition of procuring, 
drawing, processing, storing and 
distributing blood. The 1950 AMA 
survey, reported in 1951, showed 
1,493 hospital blood banks, 34 Red 
Cross regional blood centers (now 
there are 50), and 62 nonhospital 
blood banks. But the AMA sur- 
vevors used this definition: “A 
blood bank is an institution which 
stores blood whether or not it also 
procures or processes blood.’ 


Estimates of the amount of blood 


drawn and used medically in the 
United States vary tremendously 
—from 3.5 million units all the 
way to 9 million units. The Amer- 
ican Red Cross believes the figure 
is around 5 million units. Hope- 
fully, a reliable figure will be ar- 
rived at later this year, when the 
results of the Joint Blood Coun- 
-cil’s current nation-wide survey 
are tabulated. This survey, financed 
by a Public Health Service grant, 
could surprise many people by re- 
vealing that the 9 million-unit 
estimate is not ridiculously high 
after all. 


OUR NATIONAL BLOOD ‘‘SYSTEM’’ 


Where does today’s human blood 
come from? The obvious answer, 
of course, is that it comes from 
human beings, and only from hu- 
man beings. It cannot be manufac- 
tured synthetically. The only blood 
factory is the human body. With 
170 million such “factories” in the 
United States today, the potential 
supply seems safely adequate. Yet 
the problem is to get the blood 
out of the ‘factories’ and into a 
state of readiness for those who 
need it. For when a transfusion is 
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needed, there is usually no time 


to go out and find a donor. 

The blood bank “system” in the 
United States grew up without 
much pattern or central direction. 
As a_-result, this country has a 
hodge-podge of examples of just 
about every type of program 
known. Today’s blood banks can 
be classified into five principal 
types: 

1. American Red Cross regional 
blood center. 

2. Hospital blood banks, by 
whatever definition. 

3. Nonprofit community. blood 
banks. 

4. Large commercial blood banks. 

5. Small proprietary blood banks. 

In addition, there are several 


‘blood assurance” programs, under 


which individuals might pay a cash 
“premium” and either donate blood 
in advance or agree to donate when 
called upon, in exchange for the 
guarantee that they or their fam- 
ilies will receive blood when it is 
needed. (Some of these systems 
will be described in Part II of this 
series, which will appear in the 
April 16 issue of this Journal.) 
Some of these organizations (the 
Red Cross banks, the community 
blood banks, many of the hospital 
units). obtain most or all of their 
blood from volunteer donors. 
Others buy most or all of their 
blood from professional donors. 
Most hospital and community blood 
banks maintain lists of professional 
donors with rare blood types who 
can be called upon in an emer- 
gency, but otherwise they rely 
largely on voluntary donations, 
either through donor clubs or on 
a replacement basis. Replacement 
ratios are usually two to one, 


though in some instances they 
might be as low as one to one © 
or as high as three or more to one. 
Except for the Red Cross blood 
centers, which do not charge for 
the blood itself, the nonprofit blood 
banks generally do charge for blood 
if no replacement is forthcoming. 
The commercial and proprietary 
blood banks generally charge for all 
the blood they make available, just 
as they generally pay professional 
donors for all blood they collect. 
It is not uncommon for a hospital 
blood bank to charge the patient 
for blood he uses but to offer a 
refund if his friends or relatives 
are able to replace the blood he 


used, usually on the basis of two 


units replaced for each unit used. 


SYSTEM CRITICIZED 


There has been much criticism 
of this system of asking two or 
more pints for each pint actually 
used on the patient, and the charge 
of profiteering in blood has been 
leveled against some institutions 
which do this. The practice is de- 
fended, however, on the principles 
that: (1) a blood bank must have 
an adequate blood supply avail- 
able at all times, for any emer- 
gency; (2) not all patients are 
able to either pay their bills or 
provide donors, yet they need 
blood and cannot be refused; (3) 
blood has a very short ‘“‘lifetime”’ 
after it is taken from the human 
body, and after 21 days it is con- 
sidered no longer usable as whole 


blood. 


Even when the blood is replaced, 
or when it is provided by the 
Red Cross, the hospital normally 
charges the patient a fee for cross- 
matching and administration. And 
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BEFORE a blood donation is accepted, a lab- 
oratory examination is made to determine if 
it is safe for the donor to give blood. At 
left, a Red Cross nursing aide records temp- 
erature, while a nurse takes blood pressure 
before making a hemoglobin estimation test. 


NURSES and trained technicians, under medical supervision, pre- 
pare donors and draw blood (below) at the Milwaukee Blood Center. 


virtually all community and other 
nonhospital blood banks (includ- 
ing many Red Cross centers now) 
charge the hospital a processing 
fee on each unit provided. With 
the hospital’s administration charge 
per unit. added to this blood bank 
processing fee per unit, the patient 
finds transfusions an expensive 
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business at best, even when the 
blood itself is not charged for. 
This question of whether or not 
blood should cost money cannot 
be answered simply or universally. 
Arguments are advanced for pay- 
ing donors and charging patients. 
Arguments are presented for using 
volunteer donors and not charging 


the patient for the blood he uses. 

To complicate matters, by no 
means all the difference of opinion 
among blood bank people is simply 
on the issue of (1) voluntary do- 
nors and “free” blood vs. (2) paid 
donors and blood that is charged 
for. A third faction is involved, 
which is essentially voluntary in 
philosophy but still does not agree 
with the Red Cross. So the picture 
looks something like this: 

On one side is the Red Cross, 
which depends upon voluntary do- 
nors,and in turn. makes blood 
available to hospitals for their 
patients at no charge for the blood 
itself. Further, the Red Cross does 
not insist upon replacement by the 
patient’s family, friends or organ- 
ization. The Red Cross does charge, 
in many instances, part of its costs 
in handling the blood. This is gen- 
erally shared between the hospital 
and the Red Cross chapter. Through 
its 50 regional blood centers, the 
Red Cross provides about 2,000,000 
pints of blood per year and is thus. 
the largest single agency engaged 
in collecting blood. 


OPPOSITE VIEWPOINT 


On the other side of the fence 
are the non-Red Cross blood banks, 
including the nonprofit community 
blood banks, the commercial banks, 
and to some extent the hospital 
blood banks. It is the heterogeneous 
nature of this group which makes 
it impossible to readily classify the 
factions into “pay” vs. “voluntary.” 
For the nonprofit community blood 
banks and the hospital blood banks, 
for the most part, obtain blood 
from voluntary donors, much as 
the Red Cross does, and they often 
provide blood to patients at no cost | 
for the blood (insisting however 
that the blood be replaced by fam- 
ily, friends or some other arrange- 
ment—otherwise a charge is made). 
They do charge a handling fee, 
as the Red Cross has begun to 
do, and as has been stated, the 
patient is billed for such blood if 
it is not replaced. This charge is 
thus an incentive to replacement. 
But essentially the blood from these 
community and hospital banks is 
voluntary in that it is not normal-, 
ly purchased. Also within this 
group, however, are the commer- 
cial and proprietary banks, which 
buy most or all of their blood from 


professional donors and frankly 
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HOSPITAL blood bank facilities usually are not as extensive as are those of 
the Red Cross or large community blood banks, yet they serve their essential 
purpose. The bank shown above, at the 188-bed St. Luke’s Memorial Hospital, 
Racine, Wis., has blood refrigerator and basic services for safe transfusions. 


charge for the blood, much as a 
pharmaceutical house charges for 
antibiotics or other commodities. 
Together, all these non-Red Cross 
blood banks provide at least 2% 
to 3 million pints of blood a year, 
and perhaps much more than that. 

The differences, then, boil down 
to some major philosophical issues, 
of which these are a few: 

1. The idea that providing blood 
is a responsibility of the communi- 
ty in general (as the Red Cross 
believes) or of the individual (as 
many non-Red Cross people be- 
lieve). 

2. The reasons why the Red 
Cross, a nonmedical agency, should 
or should not be involved in pro- 
curing, processing and distributing 
blood (even under medical super- 
vision and with medical society 
approval). 

3. The general issues of provid- 
ing blood “free’’ and without re- 
quiring replacement, as the Red 
Cross does. (Some critics call this 
the beginnings of socialism, saying 
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it’s only one step removed from 
providing “free’’ aspirin, then med- 
icine, then hospital and medical 
care.) 

4. The moral issues involved in 
the question of whether blood, a 
nonmanufacturable human prod- 
uct used to save human lives, should 


or should not be sold, either for 


a profit or merely to recover costs. 

Most informed persons in the 
blood field concede that no blanket 
answers can be provided to such 
questions. 


THE JOINT BLOOD COUNCIL 


A few years ago a concrete step 
was taken to bring all factions to- 
gether. At its meeting in June 
1953, the American Medical Asso- 
ciation’s House of Delegates called 
upon its Committee on Blood to 
meet with the American National 
Red Cross and all other profes- 
sional societies interested in blood.® 
Such a meeting was held, and out 
of it came the idea for a new na- 
tional organization, at first called 


the National Blood Foundation but 
later changed to the Joint Blood 
Council. 

The Joint Blood Council is a 
voluntary group formed by the 
five national organizations princi- 
pally concerned with procuring, 
processing, preserving and distrib- 
uting blood and blood derivatives. 
Its member organizations are the 
American Red Cross, the American 
Association of Blood Banks, the 
American Medical Association, the 
American Hospital Association and 
the American Society of Clinical 
Pathologists. 

The purpose of the Joint Blood 
Council, as stated in the articles 
of incorporation, is: | 


To establish a national blood pro- 
gram in order to assure an adequate 
supply of blood and blood derivatives 
to the civilian and military population 
at all times, including times of peace 
or emergency and to take all appro- 
priate action in connection therewith, 
and in furtherance thereof, including. 
but without limiting the generality of 
the foregoing, the following: To de- 
velop ways and means to make blood 
and its derivatives available to all per- 
sons in the United States; to stimulate 
and advise on areas of research in the 
collection, preservation, and use of 
blood and its derivatives; to collect. 
study and disseminate information on 
blood and blood derivatives; to estab- 
lish minimal standards for voluntary 
accreditation of blood banks and to 
establish a means of inspection for 
accreditation; to coordinate existing 
systems and encourage and institute 
plans where necessary for the ex- 
change of blood or blood credits be- 
tween accredited banks on a state, re- 


_ gional and national basis; to encourage 


the public through appropriate means 
to donate blood for civilian and de- 
fense requirements and to assist in the 
establishment of uniform national pub- 
licity policies; to disseminate annually 
a list of blood banks accredited by this 
organization; to serve upon invitation 
as a fact-finding and arbitration body 
in disputes arising from the collection 
and use of blood and its derivatives; 
to serve upon invitation as an advisory 
group to federal and military agencies 
having to deal with blood and its de- 
rivatives.7 

The Joint Blood Council’s.mem- 
ber organizations all have a vital 
interest in blood. 

The American Medical Associa- 
tion is interested in blood because 
the whole purpose of the blood 
bank program is medical — blood 
and blood derivatives are of tre- 
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mendous value in protecting and 
preserving human life. The Ameri- 
can Hospital Association is vitally 
interested because virtually all 


civilian blood is administered in 


hospitals, and by far the great 
majority of blood banks in this 
country today are hospital blood 
banks. The interest of the Ameri- 
can Society of Clinical Pathologists 
is evident, inasmuch as it is the 
clinical pathologists under whose 
direction all laboratory work with 
blood is performed. | 


RED CROSS ACTIVITIES 


The blood activities and interests 
of the other two organizations, the 
Red Cross and the American Asso- 
ciation of Blood Banks, are of such 
direct importance to the present 
national blood situation that they 
will be gone into here in some 
greater detail. _ 

The Red Cross, of course, has 
been involved in blood collection 
since its Augusta, Ga., chapter 
opened the first blood donor serv- 
ice in the summer .of 1937. When 
World War II came along and 
blood and blood derivatives were 
in great demand, the federal gov- 
ernment asked the Red Cross to 
undertake the task of collecting 
blood for the armed forces. To do 
this, the Red Cross set up 35 blood 
collection centers throughout the 
country. By the time this program 
was terminated in September 1945, 
according to Dr. Sam T. Gibson, 
present director of the Red Cross 
Blood Program, more than 13 mil- 
lion bottles had been collected. 

“Dried plasma, liquid plasma 
and serum albumin were prepared 
from this blood for military use,” 
Dr. Gibson reports, “and approxi- 
mately 380,000 bottles of whole 
blood were shipped overseas. 
American Red Cross responsibility 
was to provide the buildings, 
equipment, vehicles, housekeeping 
and administrative services, and 
employees’ salaries. Other expenses 
were met by the military. Techni- 
cal responsibility was carried by 
the National Research Council 
through volunteer physician con- 
sultants in each city where a cen- 
ter was organized.’ 

The experience the Red Cross 
had gained in this massive project, 
plus an unexpected treasury sur- 
plus for normal peacetime pur- 
suits, prompted the Red Cross to 
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step into the vacuum that then 
existed in many parts of the na- 
tional blood picture. With the tre- 
mendous new demand for blood 
by civilian doctors, hospitals had 
found themselves unable to pro- 
cure blood in the needed quanti- 
ties, and many physicians and hos- 
pitals had turned to their Red 
Cross chapters for help. According 
to Dr. Gibson, more than 250 chap- 
ters had entered into a variety of 
postwar blood activities. The Red 
Cross talked it over with the AMA, 
the AHA, the Public Health Serv- 
ice and other organizations, and in 
June 1947 (after a survey of blood 
needs) authorized the organization 
of its present blood program on a 
nationwide basis. The -first of its 
new centers, providing coverage 
for a region rather. than a single 
community, began operating in 
Rochester, N.Y.; in January 1948. 
The 50th center was opened in 
January 1957, in Toledo, Ohio. 
Dr. Gibson emphasizes that the 
Red Cross operates a_ regional 
blood center only with state med- 
ical society approval. The blood 
center staff is headed by a director 
who is a doctor of medicine. The 
chief function of the regional cen- 
ter, Dr. Gibson asserts, is ‘“‘to col- 
lect and identify whole blood and 
to distribute it to physicians and 
hospitals for transfusion purposes. 
It does not cross-match or admin- 


LONG-TERM Rh studies are being made by the Milwaukee Blood Center’s Rh Diagnostic Service. 


ister blood or provide transfusion 
equipment. It assists the hospitals 
in establishing proper storage con- 
ditions and consults on difficult 
cross-matching problems. Blood 
that is not used is returned to the 
center and distributed elsewhere if 
still usable. If returned blood is 
outdated or otherwise unusable the 
plasma is removed by the center 
laboratory staff. It is then sent 
to commercial laboratories under 
contract to the Red Cross for frac- 
tionation, the products of which— 
serum albumin, immune serum 
globulin, and fibrinogen—are re- 
turned to the Red Cross for dis- 
tribution. Red Cross centers may 
also distribute packed red blood 
cells, irradiated plasma and fresh 
frozen plasma.” 


ASSOCIATION OF BLOOD BANKS 


During the early postwar years, 
an uncoordinated boom in other 
types of blood banks also was tak- 
ing place. Most of these were hos- 
pital banks which had been started 
in an attempt to meet the new 
blood demands which followed the 
war. In the fall of 1947, after the 
Red Cross had announced its blood 
program intentions but before the 
Rochester Red Cross regional blood 


- center inaugurated the program, a 


Dallas blood bank executive named 
Marjorie Saunders invited repre- 
sentatives of independent, hospital 
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and community blood banks to at- 
tend a meeting in Dallas to discuss 
national coordination. The meeting 
took place in November, and per- 
sons came from 72 cities, 39 states, 
even five foreign countries Out of 
this meeting came a new organiza- 
tion, the American Association of 
Blood Banks, and Miss Saunders, 
a lawyer, became its executive 
secretary. 

Many who attended that Dallas 
meeting in 1947 expressed grave 
doubts about the forthcoming Red 
Cross program and in fact ques- 
tioned the propriety of the Red 
Cross’ engaging in a civilian blood 
program at all. This reaction from 
such a large group caused the Red 
Cross officials to re-evaluate their 
decision to go into blood. While 
they soon reaffirmed their decision, 
they did enter the program more 
slowly and cautiously than might 
otherwise have been the case. 

As the Red Cross blood program 
has grown in the years since 1947, 
so has the American Association of 
Blood Banks, both in size and in 
stature. This organization now has 
almost 400 institutional members, 
of which about two-thirds are hos- 
pital blood banks. 


CLEARING HOUSE PROGRAM 


Probably the most dramatic 
accomplishment of the American 
Association of Blood Banks was 


- the establishment of its national 


clearing house program, a big step 
toward national reciprocity in 
blood. The AABB has five district 
clearing houses in operation now— 
in Chicago, New York, San Fran- 
cisco, Dallas and Jacksonville, Fla.® 
Each clearing house serves a des- 
ignated section of the country and 
has a membership consisting of 
community and hospital blood 
banks within its boundaries. 

Mrs. Bernice M. Hemphill, man- 
aging director of the Irwin Me- 
morial Blood Bank of the San 
Francisco Medical Society, is 
chairman of the AABB’s National 
Committee on Clearing House. She 
describes the most important func- 
tion of the clearing house program 
as ‘“‘the handling of donor replace- 
ment credits when blood donations 
are made in one part of the coun- 
try for specific patients hospital- 
ized in another area. For instance, 
a resident of Minneapolis may be 
hospitalized as the result of an 
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accident in Chicago and receive 
several transfusions. Since his rel- 
atives and friends are in Minne- 
apolis, it would be difficult for the 
patient to secure donor replace- 
ment in Chicago. However, through 
the clearing house program the 
relatives and friends of the patient 
may give their blood at the bank 
most convenient to them, furnish- 
ing the name of the recipient and 
the name of the hospital, and the 
city where the transfusions were 
administered. The bank accepting 
the donations forwards a reciproc- 
ity credit form to its clearing house 
for channeling to the bank that 
supplied the blood. In effect, the 


, reciprocity credit form is an ‘IOU’ 


from one blood bank to another. 
It verifies the acceptance of re- 
placement. donors and enables the 
patient to receive credit just as if 
the donations had been made at 
the bank which furnished the 
blood.’’8 

_ There is some reciprocity among 
Red Cross blood centers and, to a 
very limited degree, between Red 
Cross and non-Red Cross blood 
banks. Any solution of the nation’s 
blood problems almost certainly 
will involve a much greater degree 
of reciprocity, for to the patient 
and his family, blood is blood, and 
philosophical questions of who 
should run blood banks are of lit- 
tle direct concern. 


THE BOSTON AGREEMENT 


Reciprocity was one of the im- 
portant -issues behind a meeting 
which took place in Boston on 
July 12, 1950. The meeting was 
requested by the Medical Policy 
Committee of the American Na- 
tional Red Cross, to discuss a plan 


' of cooperation among all blood 


banking personnel and facilities in 
the United States for the provision 
of blood and blood derivatives in 
time of peace and in time of na- 
tional emergency. Representatives 
of the American Medical Associa- 
tion, the American Hospital Asso- 
ciation and the American Associa- 
tion of Blood Banks were present, 
along with Red -Cross representa- 
tives. 

‘An agreement came out of this 
meeting and was subsequently 
ratified by each. of the four organ- 
izations represented. The text of 
the Boston Agreement appears in 
the adjoining column. 


THE BOSTON AGREEMENT 


l. IN TIME OF PEACE 


a. That there be a free exchange 
of blood between the American Na- 
tional Red Cross Regional Blood 
Centers and blood banks operating 
under other auspices on a_ unit-for- 
unit basis whenever and wherever 
it is needed to best serve the inter- 
est of the community. It is agreed 
that such units shall become _ the 
property of the recipient blood bank 
to be used in accordance with its 
usual policy of issuing blood. 


b. That as a principle, the Ameri- 
can National Red Cross, the American 
Medical Association, the American 
Association of Blood Banks, and the 
American Hospital Association favor 
making surplus blood available to 
the American National Red Cross or 
other agencies processing blood for 
the purposes of converting it into 
derivatives which will become avail- 
able for the benefit of the people. 
By “surplus blood” is meant all 
blood which is not required for use 
as whole blood, plasma, or any other 
derivatives by the blood bank con- 


cerned, 


ll. IN A NATIONAL EMERGENCY 


In the event of a national emergen- 
cy or a disaster, the American Nation- 
al Red Cross, the American Medical 
Association, the American Hospital 
Association, and the American Asso- 
ciation of Blood Banks favor, in those 
communities not served by an Ameri- 
ean National Red Cross Regional 
Blood Center, the establishment of an 
American National Red Cross Blood 
Donor Center and/or the use of exist- 
ing blood bank facilities to procure 
the necessary amount of blood. The 
method to be used shall be deter- 
mined in a manner which meets the 
approval of the county medical so- 
ciety and the local blood banks and 
hospitals. Furthermore, it is agreed. 
that, consistent with government regu- 
lations, the operation of the local 
blood bank facilities for civilian need 
shall not be interfered with by the 


emergency program. 


It is recognized and agreed that the 
use of standardized equipment and 
methods for the procurement and dis- 
pensing of blood is imperative in a 
national emergency and desirable in 
peace. | 

In order to insure minimum stand- 
ards, it is recommended that, subject 
to the resources of the National Insti- 
tutes of Health, all blood banks 
cooperating in the above program 
shall meet the minimum standards of _ 
the National Institutes of Health. 
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This agreement is still the offi- 
cial policy. of the organizations 
which signed it. 


THE NATIONAL BLOOD PROGRAM 


The federal government has a 
very great interest in the blood 
Situation because of the blood 
needs of the armed forces and the 
Federal Civil Defense Administra- 
tion’s disaster programs. During 
the Korean war, on Dec. 10, 1951, 
President Truman issued a direc- 
tive establishing within the Office 
of Defense Mobilization ‘fa mech- 
anism for the authoritative co- 
ordination of an integrated and 
effective program to meet the na- 
tion’s requirements for blood, 


blood derivatives and related sub- 


stances.’ To accomplish this, the 
ODM’s Health Resources Advisory 
Committee established a Subcom- 
mittee on Blood, which, in the 
President’s words, ‘“‘will be con- 
cerned with the development of a 
single National Blood Program en- 
compassing all phases of the prob- 
lems.”’ 

The ODM, on Feb. 18, 1952, is- 
sued a statement designating the 
Red Cross as the blood collecting 


- agency for the defense needs of 


the National Blood Program, speci- 
fying that ‘“‘The American National 
Red Cross will cooperate with af- 
filiated blood banks in carrying out 
this designated responsibility.”’ The 
same memo called for establish- 
ment of a committee on blood and 
related problems within the Na- 
tional Research Council to serve 
as a Clearing house for blood in- 


formation and to formulate, stim-_ 


ulate and evaluate programs of 
research in blood and blood deriv- 
atives. 

For national defense needs dur- 
ing the Korean war, the Red Cross 
was called upon to provide large 
quantities of blood. It set up 15 
special collection centers, which 
supplemented the. facilities of 
about 40 regional blood centers 
which were operating at that time. 


In all, from January 1951 through. 


1955, the Red Cross and cooperat- 
ing non-Red Cross blood banks 
supplied 6,314,689 pints of blood 
to commercial laboratories for the 
production of dried plasma and for 
fractionation, and 393,251 pints to 
the Armed Services Blood Labor- 
atory, Travis Air Force Base, Calif., 
for consignment to Korea.’ Most of 
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ABOVE: When whole blood becomes dated (more than 21 days old), it is pooled for 
plasma, to be processed for serum albumin, gamma globulin, other blood derivatives. 
BELOW: Administration of whole blood has proved of tremendous value in surgery. 


this blood was supplied by the Red 
Cross, but the non-Red Cross blood 


banks point out that they were not 
brought into the program until a 
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year and a half after it was started. 
Other than that collected for 
use in Korea, this blood, or its 
derivatives, went into the Federal 
Civil Defense Administration’s 
medical stockpiling program. 
FCDA stockpiling requirements 
originally were based upon an 
estimate of 5 million surviving 
casualties, but with the advent of 
bigger and more terrible nuclear 
weapons, these estimates have 
risen, unofficially at least, to 10 or 
15 million surviving casualties. By 
the end of the current fiscal year 
it is estimated that medical stock- 
piles will be on hand for about 
4,250,000 surviving casualties, 
which leaves a long way to go. 
Included in medical stockpiles 
are blood donor and recipient sets 
and equipment and boxes for ship- 
ping blood, as well as materials for 
typing blood. The basis for deter- 
mining needs is 1.5 units of whole 
blood for each surviving casualty. 
The federal government and the 
states are dividing responsibility 
for stockpiling such equipment. 
Between 1952 and 1955, there 
were 1,300,000 units of dried plas- 
ma stockpiled by the FCDA. These 
units are stored with 500 c.c. bottles 
of sterile water for reconstitution. 


Since plasma is outdated after five 


years, the 78,000 units stockpiled 
in 1952 now are past that age 
limit and will be reworked now 
for serum albumin. 


SERUM ALBUMIN PROGRAM 


Early in 1954 the FCDA began 
to stockpile serum albumin. Serum 
albumin is a blood derivative 
which has proved highly effective 
in decreasing edemas from injury 
and from drug reaction. It is used 
to great advantage in traumatic 
surgery. Further, serum albumin 
has been determined to be free of 
the hepatitis virus, which is some- 
times found in plasma. 

In 1954 the FCDA purchased 
200,000 units of serum albumin (a 
unit of serum albumin consists of 
25 grams of serum albumin in 100 
c.c. of fluid). It takes about 2.8 
units of plasma or four one-pint 
units of whole blood to make one 
unit of serum albumin. 

(No standard definition of a unit 
of blood is followed. Most non-Red 
Cross blood banks consider a unit 
as 480 to 500 c.c. of whole blood 
with 120 c.c. of anticoagulant added. 
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The Red Cross used to consider a 
unit as 480 ac. of blood plus 120 
c.c. of anticoagulant, but recently 
changed to 440 c.c. of blood and 110 
c.c. of anticoagulant. The FCDA 


considers a unit of blood to be 


whatever the particular blood bank 
involved uses as a unit.) 

Last year the FCDA, through the 
Navy Department’s Military Med- 
ical Supply Agency, contracted 
with the American Red Cross for 
about 300,000 pints of whole blood 
for the production of more than 
70,000 units of serum albumin. 
The Red Cross intends to collect 
almost two-thirds of this blood it- 
self and is asking non-Red Cross 
blood banks to cooperate by col- 
lecting 101,000. The government 
will pay up to $6 per unit for ex- 


‘penses of this project. 


In another action last year, the 
federal government asked the Red 
Cross to draw up a plan for the 
immediate procurement and dis- 
tribution of maximum quantities 
of whole blood in the event of a 
civil defense emergency. 

The American Association of 
Blood Banks was disturbed by the 
government’s approach to the Red 
Cross rather than to the Joint 
Blood Council. The AABB’s presi- 
dent, Dr. Eric Muirhead of South- 
western Medical School, University 
of Texas, feels that the handling of 
such matters was precisely why 
the Joint Blood Council was estab- 
lished in the first place. 

Marion R. Rymer of Denver, 
editor of the Bulletin of the AABB, 
editorialized that a severe blow 
has been dealt to the prestige of 
the Joint Blood Council.!° Never- 
theless the American Association 
of’ Blood Banks is supporting the 
serum albumin program and has 
named Dr. Tibor J. Greenwalt as 
its coordinator for this project. Dr. 
Greenwalt is medical director of 
the Milwaukee Blood Center, a 
nonprofit community blood bank. 

The Red Cross felt justified in 
accepting ‘these great responsibil- 
ities for the federal government 
because President Truman’s 1951 
directive and its subsequent im- 
plementation clearly placed such 
responsibility with that organiza- 
tion. And even though (1) the 
Joint Blood Council has since come 
into being, and (2) there has been 


a change in national administra- 


tion, the President’s National Blood 


Program is still considered to be 
in effect. 


CAUTIOUSLY, BUT AHEAD 


The Joint Blood Council is in its 
infancy. It was established only in 
1955, and it wasn’t until November 
of that year that it set up its na- 
tional headquarters in Washington 
and elected Dr. Frank E. Wilson 
as its executive vice president and 
secretary. 

While everyone associated with 
the Joint Blood Council agrees that 
this council is or should some day 
be in the best position to coordi- 
nate all blood activities in the 
United States, some seriously doubt 


that that day has yet come, and it 


was apparently such a conviction 


' that led to the FCDA contract with 


the Red Cross. 

As a result of these unsettling 
developments, the Joint Blood 
Council late last year appointed a 
Committee to Study the National 
Blood Program. That committee’s 
investigations are not yet com- 
plete. 

As the Joint Blood Council’s 
president, Dr. Leonard W. Larson, 
told the AABB convention in Bos- 
ton last autumn, “the main point 
is that the Joint Blood Council is 
under way. It has already solved 
some problems, and it has others 
to face. It is doing something that 
had. not been done before, and it 
is moving ahead—cautiously per- 
haps, but it is moving ahead, and 
in the right direction.’’!1! 
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staffing and 
designing the 
recovery room 


by ARTHUR E. LANDON 


RECOVERY UNIT at Bishop Clarkson Memorial Hospital is equipped with special stretchers for 
transporting patients from the operating room. The 12-bed unit is located adjacent to the office 
of the anesthesiology department. Piped oxygen ond suction outlets are provided for each bed. 


N PLANNING THE new Bishop 
Clarkson Memorial Hospital no 
one questioned the desirability of 
having a recovery or postanes- 
thesia room. Design and layout 
evolved after a study of recovery 
rooms in other hospitals. 
Considerations of the function- 
ing of our recovery unit brought 
out several variables requiring de- 
cisions by administration and ad- 
visory committees. Since first-hand 
experience with recovery rooms 
was limited or nonexistent within 
the hospital organization, it was 
~ Arthur E. Landon, formerly administra- 
tive assistant at Bishop Clarkson Memorial 
Hospital, Omaha, Nebr.,- was recently 


named administrator of Asbury Hospital, 
Salina. Kans. (Cf. Personal News, p. 94.) 


The building plans of Bishop Clark- 
son Hospital included a recovery room 
from the start. Puzzled over some of 
the aspects of operating this unit, of- 
ficials sought help from other hospi- 
tals. A questionnaire was sent to 62 
general, short-term. hespitals. It was 
designed to answer these questions: 
How many hours should the recovery 
unit be open? Who is responsible for 
its operation? What type of staffing is 
most practical? Building on the ex- 
periences of other hospitals, Bishop 
Clarkson was able to draw up a sound 
postoperative care program. 


decided to undertake a program of 
investigation and research outside 
the hospital. The advice of admin- 
istrators engaged in operating re- 
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WHO IS RESPONSIBLE? 


The majority of the 39 hospitals whose replies were summarized 
place responsibility for the operation of the recovery room at some 
level within the nursing department with the anesthesiologist second. 
A detailed analysis of the replies to this question follows. 


Responsible for the Department 


Anesthesiologist 
Nursing Department 


Operating Room Supervisor ... 
Recovery Room Supervisor .... 
Director of Nurses ........... 
Chief of Surgical Service........ 
Anesthesiologist and Nursing Service 


No. of Hospitals Per Cent 

15 38.5 
3 
39 100.0 


WHEN IS IT USED? 


Half of the 39 hospitals operate the recovery room 10 hours per 
day or less. As expected, many hospitals reported adaptability of their 
‘recovery room schedule to the needs of the operating schedule or the 


individual patient. 


Normal hours of operation were reported as summarized here: 


No. of Hours 


8 

84 

9 

9" 
10 
10% 
11 
12 
15 
15” 
16 
16% 
24 
As long as necessary ...... 


covery units was actively sought. 

Locally, experiences were will- 
ingly related and proved valu- 
able. But experience with recovery 
rooms was quite limited both as 
to length of time of operation and 
in numbers of hospitals, and in no 
case was felt to be entirely com- 
parable to the projected operation 
of the new building to be occupied 
by Clarkson Hospital. 

How had most hospitals organ- 
ized their recovery units? Who was 
responsible for their functioning? 
How many hours per day should 
the recovery room be kept open? 
Does a typical staffing pattern exist 
today after the first few years of 
operation? These were the kind of 
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No. of Hospitals Reporting 
2 hospitals 


3 
] 


table | 


questions we were interested in 


_ having answered. 


The pattern and degree of fair- 
ness regarding charges for these 
services were also quite unknown. 


The benefit of the experience of 


other hospitals in handling the im- 
portant aspect of public relations 
in connection with such a room 
was desired before undertaking 
any program. 

The idea of having as much in- 
formation as practical before mak- 
ing decisions, led to the prepara- 
tion of a questionnaire. These were 
sent to a selected sampling of hos- 
pitals. The information accumu- 
lated served to support policy de- 
CISIONS. 


Questionnaires were sent to 62 
general, short-term hospitals 
throughout the country. By avoid- 
ing a concentration in any one 
area, it was felt we would preclude 
a distortion due to local custom 
or influence. Bed capacity was not 
a primary consideration, although 
we avoided questioning hospitals 
obviously too small to have a re- 
covery room situation comparable 
to our own. 

Since the opportunity for ano- 
nymity was offered in both the let- 
ter and the questionnaire, neither 
the statistical tabulations included 
in this article, nor individual state- 
ments quoted as representative re- 
plies to questions, are credited to 
specific correspondents. 

Of the 62 mailings which went 
out late in August 1955, 54 were 
returned. This represented a re- 
turn of 87 per cent. f 

Fourteen of the 54 hospitals in- 
dicated that a recovery room is. 
not presently included in their 
services. But of the 14, 6 reported 
recovery rooms either under con- 
struction or in the planning stage. 
One reply was eliminated in sum- 
marizing answers because their 
recovery room was not just a post- 
anesthesia area. Patients remain 
at this unit until the next morning 
after surgery or until their condi- 
tion permits their move. 

The questions regarding the 
number of beds in the recovery 
room, the number of hours the 
unit is operated and the number 
of surgical procedures performed 
during the day were asked for the 
purpose of correlating staffing re- 
quirements to the work load. Table 
I records all the answers received 
to these questions. It is difficult to 
arrive at any close correlation be- 
tween any one of the work load 
factors and the number of person-— 
nel required to provide the serv- 
ice. There undoubtedly is consider- 
able variation between hospitals in 
length of stay on this nursing unit, 
and therefore in the services -pro- 
vided the patient while in the re- 
covery room. A fault may lie in 
the question asking the number of 
surgical procedures performed. The 
results might have been more 
meaningful had the question been 
“How many patients are admitted 
to the recovery room each day?” 

A total of 345 recovery room 
beds are represented in.the survey 
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39 hospitals 
= 


(Table II). Normal staffing re- 
quirements for the total number 
of beds are 101 registered nurses, 
15 practical nurses and 21 nursing 
‘aides. This averages to approxi- 
mately two and one-half recovery 
beds to each person in the nursing 
category. In addition, nearly every 
hospital reported a varying com- 
plement of student nurses and or- 
derlies. These are difficult to eval- 
uate in terms of nursing service. 
A safe interpretation is that the 
orderlies perform a transportation 
service for the operating rooms 
and the recovery room; some are 
assigned to help lift and- restrain 
heavy patients. 

One hospital reported the use of 
volunteer personnel in its recovery 
room. 


WHO IS SENT TO THE RECOVERY ROOM 


Seven of the 39 hospitals report 
that they send all postoperative 
patients to the recovery room. 
Typical exceptions are: 

—‘Tonsils, wens, cystoscopies, 
dilatation and curettage (some- 
times). Others not requiring gen- 
eral anesthesia.” 

—‘‘Local anesthetic cases and 
traction cases.” 

—‘‘Spinal cases, local anesthetic, 
cataract cases; if patient has a con- 
tagious: disease.” 


‘—‘*We do not take cardiac or 


chest cases. These cases are sent 
directly to the thoracic floor.” 

A question. which might have 
been included in the questionnaire 
is, “How does the private duty 
nurse enter into the function of the 
recovery room?” One gave us the 
benefit of one hospital’s experience 
when the special nurse is present 
on the case. 

“Approximately half of our pa- 
tients have private nurses. We 


would like to dispense with them _ 


in the more serious cases, have 
more recovery room staff if neces- 
sary, and apply the money that 
' the patient would pay for specials 
toward defraying such expenses as 
would afford much better care. 
This might entail keeping the pa- 
tient in the recovery room longer, 
and the nursing office would be 
notified when. he would be ex- 
pected to be released in order that 
special nurses could then be or- 
dered.” 


Responsibility for the release of © 


the patient for return to the nurs- 
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ing floor rests with these people 


in the 39 hospitals: 


No. of 

Responsibility for Release Hospitals 
Anesthesiologist ........... 9 
Surgical supervisor ..... ares 
R.N. in recovery room....... ] 
Anesthetist of R.M. 
Surgeon and head nurse..... ] 
Surgical resident and supervisor | 


“‘RELATIVE’’ RELATIONS 


Our questions about methods of 


keeping the patient’s relatives in- 
formed while the patient is in the 
recovery room elicited the follow- 
ing comments: 

—‘‘Relatives are permitted to 
remain in a waiting room near 
surgery.” 

—*Telephone via nursing super- 
visor. Surgeon usually reports to 
relatives.” 

—“This has never been a prob- 
lem. They are told in advance.” 

—‘Head nurse and_ surgeons, 
plus intern and residents, keep the 
family informed. This has not 
been a problem—maybe because 
we feared it would be and thus 


table Il 


DAILY WORK LOAD AND STAFFING REQUIREMENTS 


No. Hours No. 


Typical Staffing of the 


Open for Surgical No. of Recovery Room 
Patients Procedures Beds R.N. P.N. N.A. Other 
-8 35 8 2 ] 

8 21 1] 5 3 ——~Part-time orderly 
8 20 5 1 . 4-6 students; orderly 
8% 12 6 ] ] Part-time students 
8, 12 12 ] | ] 2 students 
1] 2 2 students 
8 12 5 2 
8, 8 6 2 2-3 students 
8 38 12 3 \ students; orderly 
8', 10 10 2 0-3 students; orderly 
8, 12 1 1 1 orderly; 1 clerk 
9 10 10 ee student 
9 15 10 1 2 
9 20 7 2 
9 15 8: 2 1 student 
9 18 8 ] 1 1 student 
9, 15 4 2 

10 16 6 2 orderly 

10 25 10 5 1 orderly 

10% 35 12 3 1 orderly 

11 12 6 2 1 

11% 15 6 ] student; orderly 

11% 20 12 3 2 students; orderly 

12 27 11 2 1  1R.N. student; 1 P.N. 
student; 1 volunteer 

12 4 1 1 orderly 

15 18 12 3 2 ] 1 

15 20 8 2 ] orderly 

15 18 12 2 2 1 R.N. student; 1 P.N. student 

15% 45 18 5 3 1-4 students; orderly; 
secretary 

16 33 14 6 ] 1 student 

16 18 4 4 1 orderly 

16 21 17 5 1 1 orderly 

16% 16 12 4 3 1 orderly 

24 20 8 a 1 ward clerk 

24 14 8 4 1 2 students 

24 19 8 5 1 

As long as 

necessary 20 11 4 2 students 
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CHARGES 


Fourteen of the 39 hospitals, a little over one-third of them, make 
a separate charge to the patient for the recovery room service. Eight 
of the 14 hospitals charge a flat fee as shown in .the following table. 


Fiat Fee 


$5.00 
3.00 
3.00 


5.00, except $2.00 for minors 


5.00 


5.00, except $3.00 for T&A 


No 


5.00 


5.00 


Does the charge cover the cost of 
operating the recovery room? 
Yes 
No 
Approximately 
Yes 
Yes 
No 


Yes 


Six hospitals reported that charges are made on an hourly basis. 
Only five of these reported the amount of their charges. 


Hourly Fee 
$2.00 for two hours; 


Does the charge cover the cost of 
operating the recovery room? 


.50 each additional half hour No 


1.00 per half hour 


10.00 for first hour; $5.00 per 
hour for additional time 
3.00 for first hour; $1.00 each 


additional half hour 


Yes 
Yes 


Costs not separate 


4.00 for first hour; $1.00 for next | 
holf hour; .50 to $1.00 for 


each additional half hour 


emphasized the need to let rela- 
tives know.” 

—‘‘Parents of children are per- 
mitted to check personally from 
time to time. In other cases, re- 
ports to the nursing stations are 
made periodically.” 

—‘*When patient arrives in re- 
covery room head nurse of depart- 
ment is called and information de- 
partment given report of condition. 
Any change is reported to head 
nurse of department. Attending 
physician visits recovery room and 
then family.” 

—‘‘Recovery room phones infor- 
mation to patient’s floor. Informa- 
tion is then relayed to relatives 
who wait in patient’s room.”’ 

—‘‘The nurse in charge gives the 
information to the volunteer work- 
er, who carries it to the relatives.”’ 

—‘‘No visiting is permitted but 
nurse in charge keeps relatives in- 
formed—waiting room just out- 
side recovery.” 

—‘‘Progress information given 
by physician only.’’ 

A few hospitals sent samples of 
their patient handbooks which con- 
tain a paragraph of explanation 
about the recovery room. One or 
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Not answered 


table lil 
two hospitals sent us a sample of 
a special pamphlet on the recovery 
room. This pamphlet-is given to 
the patient or relative and gives a 
brief explanation of the purpose of 
the recovery room and how the 
relatives will be informed of the 
patient’s progress. 

There were other reactions to 
this question of “‘relative relations,”’ 
however, and we quote the reply 
of one administrator. 

“When we first set up a recovery 
room—as the first in our area—we 
looked for public relations prob- 
lems. Actually the public is way 


ahead of us and as usual we have. 


not given them enough credit. They 
have been told all about recovery 
rooms in lay magazines for 15 
years. Rather than adverse com- 
ments, I predict your reaction there 
will be of the “its about time” 
variety. Just a word from the anes- 
thesiologist at the time he does his 
preoperative check is all that is 
necessary. You don’t need a lot of 
explanatory pamphlets unless you 
want to get one out apologizing for 
not having had one years ago.” 
Design of the surgery suite of 
the new Bishop Clarkson Memorial 


Hospital included a recovery room 
from its earliest conception. A 12- 
bed unit was evolved adjacent to 
- the office of the anesthesiology de- 


partment. Architectural features 
include ceramic tile walls, con- 


ductive terrazzo floors and wash- 
-able acoustic tile ceiling. Piped 


oxygen and suction are provided 
for each recovery bed. An isolation 
cubicle affords a degree of privacy 
for the critical patient. The work 
unit of stainless steel gives storage 
space and counters, and is sepa- 
rated from the nursing unit by a 
glass enclosure. An emergency call 
system is provided to summon aid 
from the office of the operating 
room supervisor. 

Special recovery room stretchers 
are used to transport the patient 
from the operating room, during 
his stay in the recovery room and 
for transportation to the nursing 


-unit. 


Two things would be remedied 
in planning again. Incandescent 
lights would be’ substituted for 
fluorescent in the recovery room, 
since it is difficult for nurses to 
judge the color of the patient under 
the latter; a linen closet would be 
provided within the recovery unit. 


FORMING POLICY 


The anesthesiologist is respon- 
sible for the professional aspects 
of patient care in the recovery 
room at Clarkson Hospital. Per- 
sonnel is provided by the nursing 
department. Close cooperation be- 
tween the operating room supervi- 
sor and recovery room supervisor 
allows a degree of flexibility in as- 
signing personnel to meet. the work 
load. It has the added advantage 
of acquainting many of the surgery 
personnel with the routine of the 
recovery room. 

The recovery room is staffed from 
7:30 a.m. until the surgery sched- 
ule is completed and the last pa- 
tient is ready for return to the 
patient floor, rarely later than 4:30 
p.m. Night coverage is not pro- 
vided for the recovery unit. 

No additional charge is made for 
our recovery room service. Ques- 
tionnaire results indicate that a 
minority of hospitals do charge. 
(Table III).. Several commented 
that the recovery room is only a 
more efficient use of existing nurs- 
ing personnel. Further studies will 

(Continued on page 109) 
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turning the tables— 


state hospital association 


among legislative 


‘candidates 


by JOHN BIGELOW 


Le YOUR Cause is a just 
one, you can’t assume you 
will receive justice from the legis- 


lature. You have to ask for what 


you want, justify by solid facts 
your wanting it, and then stick 
around to see that it’s not lost in 
the general scramble.”’ 

So spoke a leading legislator at 
one of the 26 luncheon and dinner 
meetings held throughout the state 
of Washington in October and early 
November. The meetings were 
sponsored by local hospitals and 
the Washington State Hospital As- 
sociation. 

This legislator, in commending 
the hospitals for holding the meet- 
ings, spelled out one of the princi- 
pal reasons why the association 
decided to sponsor the get togeth- 
ers prior to the convening of the 
legislature in January. 

The association was faced with 
the task of securing a sufficient 
appropriation for the State Depart- 
ment of Public Assistance to enable 
it to launch a reimbursable cost 
program for the care of the indi- 
gent in community hospitals. After 


spending three years achieving uni- 


form cost accounting by the hospi- 


tals and acceptance of the plan and ~ 


a formula by the department, the 
association did not want to lose out 
in the legislature and be set back 


John Bigelow is executive secretary of 
the Washington State Hospital Association, 
Seattle. 
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The reimbursable cost program for 
indigent patients of Washington calls 
for a one million dollar increase in 
the state budget. To win legislative ap- 
proval, the Washington State Hospital 
Association set up a series of meetings 
for state legislative candidates and 


hospital representatives to- explain the | 


need for the program, answer ques- 
tions, and discuss related problems. 
In mid-March the state legislature ap- 
propriated the full amount of $6,994,- 
000 for the reimbursable cost program 
for care of the indigent in community 
hospitals. 


another two years. 

In Washington, the indigent med- 
ical care program is one of state 
responsibility, rather than county, 
and approximately half of the hos- 
pitalization load is carried by com- 
munity hospitals. The other half 
is handled by four, county-oper- 
ated, state-financed hospitals. 

Those familiar with the hectic 
60-day biennial sessions of the 
legislature knew the odds were 
against anyone who tried to ex- 
plain from scratch a complex pro- 
gram that not only required an 
administrative procedure change, 
but also called for a million dollar 
increase in a state budget already 
some 100 millions in excess of 
available revenue. 

Obviously, the program had to 
be explained before the session to 
legislators in their home communi- 


ties. 


é 
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But the Washington State Hos- 
pital Association did not send out 
a request to member hospitals to 
arrange meetings. with their legis- 
lators to explain the reimbursable 
cost program. 

Instead, the board of trustees of 
the state association decided two 
basic questions and then told the 
executive secretary of the associa- 
tion to handle the rest. 


TIME AND COST DECIDED 


The two questions the board de- 


. cided were the time of the meet- 


ings and the cost. 

The timing question was whether 
to hold the meetings after the 
primary election, September 12, 
and before the November 6 final, 
or after the November election. 
The board decided on the former 
for several reasons: 

1. More time was available dur- 
ing October than there would be 
in late November and early De- 
cember because of the holidays. 

2. Candidates prior to the final 
election would be more willing to 
attend the meetings when their 
election was still in question. 

3. Although the number of can- 
didates invited would be greater, 
educating those who did not win 
and would not be in the legisla- 
ture was worthwhile since most 
candidates are prominent in their 
communities and help to mold 
opinion, win or lose. 
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In order to remove any local 
reluctance on the part of hospitals, 
the board of trustees voted to pay 
the cost of the meetings. 

A plan was developed for 26 
meetings in 21 days, all but 4 of 
them evening dinner meetings. In 
one city, Seattle, three meetings 
were held the same evening. 


Using the methods developed by 


executive secretaries of state hos- 
pital associations to get hospitals 
to exercise local initiative to meet 
the requirements of a state-wide 
program, the executive secretary 
set the wheels in motion and left 
certain details to local hospitals— 
unless they failed to come through 
on time. 


An administrator who had dem- | 


onstrated ability in handling as- 
signments was appointed as ar- 
ranger for each meeting. The 
arranger usually was in the city 
which was a natural choice for the 
meeting, and usually in the hospi- 
tal which was a logical place for 
the meeting. 


FOUR RECOMMENDATIONS 


In naming the arrangers for the 
meeting, the executive secretary 
recommended: 

1. Meetings be held in a hospital 
whenever possible; 

2. Invitations to candidates as- 
sure them that the meetings would 
not last more than two hours; 

3. A good dinner be served; 

4. Meetings be kept informal 
with no head table or. formal 
speeches. The executive secretary 
kept track of developments by 
asking arrangers to confirm meet- 


ing dates, name the place and time 
of the meetings, and send him a 
copy of the invitation list. 

The meetings were worth all the 
effort that went into planning 
them. Only one meeting date had 
to be changed and that was re- 
scheduled and held after the final 
election, 

All but eight of the meetings 
were held in hospitals. The eight 
meetings held in restaurants and 
hotels were in towns without ade- 
quate hospital dining facilities for 
such groups. 

The association paid for 10 
meetings. In all other cases, the 
hospitals involved chose to share 
the costs as their own public re- 
iations project. 

The meetings were of various 
sizes, One was held by one hospital 
covering one legislative district. In 
another district, there were eight 
hospitals. In two metropolitan 
areas, the hospitals sponsored one 
big dinner meeting. In another; 
3 hospitals hosted meetings for the 
8 districts and 24 hospitals were 
represented. 

Attendance was excellent. Of 
the 221 legislative candidates and 
holdovers, 196 attended one of the 
meetings. 

Hospital representation was top 
level. In addition to the adminis- 
trator, and in most cases the busi- 
ness manager, the hospitals were 
represented by trustees and doc- 
tors. About 400 hospital people 
attended the meetings. A consci- 
entious effort was made not to 
outnumber legislators to a point 
where they would feel beleagured, 


—telephone wanderitis 


It is becoming increasingly common for some doctors who work 
in hospitals to adopt a course of exceptionally bad manners which 
one has hitherto associated with objectionable businessmen on the 
stage. When these doctors wish to speak to a colleague or anyone 
else outside the hospital they instruct the telephonist to get the person 
they wish to speak to on the telephone. They then put down the instru- 
ment and wander off, with the result that the unfortunate recipient 
of the call has to hold on while the telephonist tries to find the caller, 
which may take many minutes. Unless exceptional circumstances exist, 
to be unavailable to speak to the individual one is telephoning is to 
be discourteous to the point of insolence—KENNETH WILSON, in a 
letter printed in the Dec. 8, 1956, issue of the British Medical Journal. 


but it was impossible not to out- 
number them in the districts where 
hospitals were numerous. | 

The meetings generally followed 
a pattern without guidance. After 
the reimbursable cost plan was 
presented, questions were asked 
and these often led to discussion 
of related problems. The meetings 
ended on time, but they continued 
informally in many instances. The 
chairman closed the meeting for- 
mally and invited all who wished 
to do so to continue discussion or 
to tour the hospital. 

It was apparent that one bonus 
of the program was bringing out 
hospital people and trustees, and 
thrusting them into a public rela- 
tions and government relations ef- 
fort. They found that it was easy 
and enjoyable. 


HOSPITALS GAINED STATURE 

In return, the hospitals gained 
stature with the lawmakers. The 
interest they expressed in hospi- 
tal operation, and their lack of 
information on how hospitals oper- 
ate were evident. 

The cost to the hospital associa- 
tion was about $850 including the 
travel expenses of the executive 
secretary who traveled approxi- 
mately 3,800 miles to attend the 


meetings. 


The concensus among Washing- 
ton hospitals is that the meetings 
were one of the best projects ever 
undertaken by the association. 

The attitude at the conclusion 
of each meeting was: This is a 
good idea. Meetings should be held 
at regular two-year intervals. 

The indigent care problem which 
provided a strong incentive for the 
meetings this time (since hospitals 
were getting about 75 per cent of 


- their costs for indigent patients) 


probably would be replaced two 
vears hence by an equally urgent 
state-wide problem. 

The decision of the legislature 
sought through the medium of the 
meetings was made in mid-March. 
At that time the legislature appro- 
priated the full amount of $6,994,- 
000 for the reimbursable cost pro- 
gram. Washington hospitals were 
confident that the outcome would 
be favorable, not only on this ques- 
tion, but on others where the pub- 
lic interest and the hospitals’ inter- 
est are the same and legislators 
know it. ad 
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B ANK FINANCING in Belle Fourche 
grew from necessity. Because 
of the thousands of dollars on the 
books, John Burns Memorial Hos- 
pital was faced with a choice of 


raising room rates or finding some. 


plan that would substantially in- 
crease collections. 

~The board of trustees accepted 
the administrator’s recommenda- 
tion that a bank finance system 
be tried. With the cooperation of 
representatives of two local banks 
a contract was prepared. This con- 
tract could be terminated at the 
end of 30 days, upon written notice 
from the parties involved. 

The contract stated that the hos- 
pital would draw all notes with 
interest at the rate of 8 per cent 
annually from maturity. It was 


agreed that the hospital would. 


supply sufficient credit information 
to enable the bank to give collec- 
tion service on all notes. The hos- 
pital also agreed to place 20 per 
cent of the face value of all notes 
discounted in a reserve account in 
the bank. The bank agreed to dis- 
count all notes at the rate of 8 
per cent. 

For example, a note for $100 
due in 12 monthly payments would 
be processed as follows: The bank 
would receive $8 discount; $20 
would be credited to the reserve 
account. The hospital would re- 
ceive.a net credit of $72. | 

Both the banks and the hospital 
realized a need for some forms on 
which to transact this business. 
The first form developed was a 
promissory note. The hospital, how- 
ever, was very careful not to call 
these forms “notes” in talking with 
patients. They were always con- 
sidered as. “‘contracts.”’ 


CREDIT STATEMENT 


A credit rating statement (see 
page 48) was also prepared. This 
credit rating statement was used 
regardless of the bank chosen by 
the patient. If the patient chose to 
do business through the bank of 
Belle Fourche, our credit manager 
would say, “The bank of Belle 
Fourche requires us to provide 
credit rating information.” If the 
First National Bank of the Black 
Hills was chosen, he would say, 
“We need a credit rating statement 

Jack L. Rogers is administrator, Sioux 
Valley Hospital, Sioux Falls, S. Dak. He 


was formerly administrator of John Burns 
Memorial Hospital, Belle Fourche, S. Dak. 
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This South Dekete hospital uses 


bank financing 


to reduce unpaid accounts 


by JACK L. ROGERS 


The first year (1951) a bank fi- 
nance system was used at John Burns 
Memorial Hospital, Belle Fourche, S. 
Dak., accounts receivable were reduced 
to 8 per cent of total charges made 
during the year. After a year and a half 
of operation with the bank finance sys- 
tem, accounts receivable were reduced 
to less than one half of one per cent 
of all charges made to patients during 
the year. 


from you for this bank.” Then 
he would ask necessary questions. 
Thus, very carefully, the credit 
manager would always let the pa- 
tient know that since he had 
chosen this bank, a credit rating 


_ statement was needed. There was 


no point telling the patient that 
the hospital had to have a credit 


rating system. 


SYMPATHETIC PRESS 


After the banks and the hospital 
had completed their contracts and 
forms, they realized that some edu- 
cational work was necessary with- 
in the community. The administra- 
tor and public relations director 
visited with editors of local papers 
and explained the hospital’s pre- 


dicament. The papers contributed 
much to preparing the community 
for bank financing in the hospital. 
The following excerpts are from 
an editorial in the Belle Fourche 
Daily Post that stated the case 
sympathetically: 

“There is nothing better to rec- 
ommend than the grapevine as a 
source of information. Its incidence 
distorted, emotionalized and man- 
handled generally, as only human- 
kind can manhandle the truth. But 
if a person analyzes a grapevine 
report, he finds at the bottom of 
the mess, the unit of truth from 
which the grapevine wandered. 
And usually it’s a truth people ac- 
cept reluctantly. 

“Through the grapevine, the 
people of the tri-state area first 
learned that John Burns Memorial 
Hospital was accumulating a high 
stack of uncollectable accounts. 
The sum, in grapevine fashion, 
soared to suit the fancy of the 
teller. | 

“People of the tri-state area feel 
a proprietary interest in the hos- 
pital. And they should, because 
they are the ones who have fi- 
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BUYER’S CREDIT STATEMENT 


Date 
(Dealer) 
Married Number of 
BUYER’S NAME Age Single Dependents 
Lived 
There Own Home Phone____ 
Yrs. Mos. 
If Renter, 
Name of Landlord Address Monthly Rent $ 
Previous address Lived there 
Yrs. Mos. 
Employer_ Address Phone 
(If in business for self, give name and type) 
Previous How Nearest Relative 
Long_ Not Living With You 
(Name) (Address) 
How long Per Wk. Other income 
employed Position Salary Per Mo. Source and Amt. 
Yrs. Mos. 
Name of Wife 
Spouse employed by Salary 


or 


LIST BELOW ALL INSTALLMENT DEBTS— 
IF NONE, GIVE AT LEAST THREE REFERENCES 


NAME ADDRESS ORIGINAL AMOUNT PRESENT BAL. MONTHLY PAY. 


> 


Bank Account ____Address Checking Saving 


The above information is true and correct and is offered to induce you as Seller to 
execute a Conditional Sale Contract. You, or any bank which muy ask to purchase 
the contract, may retain this statement and make such inquiries as you may desire 
concerning the representations made therein. 7 


SIGN HERE____ 


nanced that hospital through crisis 
after crisis—keeping it open, im- 
proving and enlarging it—that they 
may be guaranteed its services 
when they need them. 

“The grapevine report, distorted 
as it might be, worried all who 
heard it because it fitted in with 
general knowledge of the failings 
of humankind. There are, in every 
community, people who never will 
pay a bill unless forced to do so. 
Yet these people become sick just 


the same as those who carry their - 


share of the load. So it was easy 
to believe that the number of these 
accounts might be piling up to 
dangerous levels. 

“Consequently, people accepted 
with relief the announcement this 
summer from the hospital board 
that the hospital was enforcing the 
collection of bills. The board re- 
leased facts of; the debt and the 
reasons for thé debt. Two courses 
were open to the board to save the 


48 


financial structure of the hospital. 
One was to raise prices high enough 
for the good accounts to take care 
of the poor accounts. The other 
was to put teeth in the system of 
collection. 

“Raising the prices to care for 
the poor accounts was not in keep- 
ing with the spirit of the hospital 
or the spirit of the area. In spite 
of inflation and resultant high la- 
bor and material costs, the hospi- 
tal keeps its prices as low as it 
can and still cover costs of service. 
Further, it does not ride well with 
the people of this area to punish 
responsible people for failures of 
the irresponsible. Most of the un- 
paid accounts were piled up by 
persons who managed to make 
their payments on the latest mod- 
els of cars and the latest styles 
of fur coats. 

“There was only one action—en- 
force collections from all those 
able to pay. 


“The method of collections the 
hospital board announced runs like 
this: Financial responsibility for 
each patient entering the hospital 
is established at the desk on en- 
trance. Those bills which are not 
paid are financed through one of 
the local banks—exactly as a car 
or a fur coat is financed, and the 
banks take over the full business - 
of the collection. Thus, the hospi- 
tal receives payment for its serv- 
ices and is able to meet expenses 

A few days after the editorial 
appeared, the paper published a 
news story announcing the new 
bill collection system at the hospi- 
tal. Several weeks later, the news- 
paper printed a follow-up story 
that explained further the new 
program. 

Admission procedures for bank 
finance are slightly different than 
procedures for other types of hos- 
pital financing. When a patient is 
admitted, the hostess (admitting 
clerk) asks, “How do you plan 
to finance your hospitalization?” 

This question is asked with most 
types of hospital financing. It is 
asked because people often carry 
insurance in which the insurance 
company must be notified within 
a 24-hour period. In many cases, 
the county welfare worker, or 
commissioner in charge of hospital 
admissions, also needs to be noti- 
fied within a 24-hour period. 

If the patient, or responsible 
party, says that he has insurance, 
he is politely informed ‘that the 
hospital does not accept insurance 
as full payment. It is explained 
to the patient that the hospital 
does all it can to fill out blanks to 
help him collect his insurance. The 
admitting clerk explains that, like 
automobile accident -insurance, 
health insurance is a reimburse- 
ment to him after he has paid his 
bill. If the patient says, “I don’t 
have the money to pay for the bill; 
you will have to wait for my in- 
surance,” he is informed of the 
bank finance plan. 


PRIVATE LOANS ENCOURAGED 


If the patient (or responsible 
party) says he can borrow the 
money for less interest than the 
hospital must charge, the admit- 
ting clerk tries to encourage the. 
patient to do so. The clerk informs 
the patient that the hospital is not 
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“ 


anxious to introduce bank financ- 


ing in his case and would prefer 
that he procure the money at the 
best terms available to him. 

When a patient says he will pay 
cash upon dismissal, the credit 
manager checks his credit refer- 
ences. In cases where the patient’s 
references are unfavorable, the 
credit manager approaches the pa- 
tient and tries to clarify the pa- 
tient’s position as tactfully as pos- 
sible. If he is unable to pay for 
hospitalization and is eligible for 
some type of welfare or care from 
the county, arrangements are made 
to help the patient receive help 
or other hospitalization. Patients 
who are not eligible for county aid 
are referred to the administrator 
who, in turn, notifies the president 
of the board and the chairman of 
the finance committee. If, in the 
‘opinion of the finance committee 
and the board, the patient should 
be treated and classified as a chari- 
ty case, this information is noted 
on his records. It has been helpful 
to clarify as soon as practical the 
status of such patients so that mul- 
tiple bed rather than private rooms 
are accorded them, with resultant 
savings to the hospital. 


SPECIAL CONTRACTS 


Perhaps the patient or respon- 
sible party cannot pay for his hos- 
pitalization until he sells his corn, 
or until his beef or hogs are ready 
for market. The terms of this con- 
tract are usually three or four 
months, until the paying party is 
carried to his expected income 
period. 

Some patients can pay so much 
a month. A contract payment plan 
with the bank of their choice is 
written for these patients, so they 
can meet these payments regularly 
at their local bank. 

The patient or responsible party 
is often pleased to find there is 
some type of planned financing at 
his local hospital. Thus, it is not 
hard to get a commitment from 
patients. 

As the patient stays in the hos- 
pital, his account is reviewed al- 
most ‘daily by the credit manager. 
If it grows to a large account, he 
is contacted, advised of the amount 
of the account as of that date, and 
asked if he wants to make a pay- 
ment on it, or prefers to wait until 
he leaves the hospital. This re- 
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minder is often appreciated by the 
patient who does not realize how 
much hospitalization is costing 
him. Then, too, there is not the 
surprise or amazement at the size 
of the of the bill when the patient 
is dismissed from the hospital. 
Upon dismissal of the patient, a 
credit memo is attached to the 


final statement. If the memo states 


that the patient wants a contract 
payment, the credit manager is 
notified the patient is being dis- 
missed. He prepares the final 
papers for dismissal. 

Cashiers are instructed that any 
account not settled or cleared in 
the manner that was promised on 
admission is to be referred to the 
credit manager. 

All hospitalization accounts are 
paid upon dismissal, either by cash 
or by contract payment. The only 
exceptions to this are cases paid 
for by county, compensation, or 
Blue Cross. 


COLLECTION AGENCIES 


If the bank finds that a former 
patient does not keep up the pay- 
ments on the contract as he has 
stated, the bank charges this con- 
tract back to the hospital’s reserve 
account. The credit manager sends 
one letter or notice to the former 
patient stating that the bank has 
turned his contract back as a poor 
account. The notice states that the 
board of trustees feels that it is 
necessary to turn this account over 
to the collection agency unless 
notified by the customer within 
five days. Quite frequently this 


will bring a reply from the re- 


sponsible party. If the former pa- 
tient does not notify the hospital 
within this five-day period, his 
account is charged to bad debts 
and is turned over to a collection 
agency. _ 

This. type of hospital financing 
improves public relations with the 
patient. It gives him a feeling that 
there is a plan—that the hospital 
spent much effort in working out 
a way in which he, too, may have 
hospitalization and pay for it. A 
good collection program assures 
the man who is paying his hospi- 
tal bill that he is not paying for 
someone else who does not pay his 
bill. 

A large amount of money in 
accounts receivable hurts a hospi- 
tal’s public relations within its 


community. It raises the per diem 
rate for hospitalization for the 
man who is struggling to pay his 
hospital bill, and such a situation 
leads to hard feelings and ill will. 

Bank finance does much for the 
large amount a hospital has in in- 
surance accounts receivable. When 
a man must borrow to pay for his 
hospitalization, even though he has 
insurance to cover this illness, he 
is more likely to fill out his papers, 
see that the doctor signs them, and 
get them in to the insurance com- 
pany so that he might be reim- 
bursed for this care. In this man- 
ner, the burden is thrown on the 
patient, not on the hospital, to fill 
out necessary papers and get them 
to the insurance company. 

Then, there is always the un- 
fortunate family. Perhaps one 
member has to have an appendec- 
tomy one week; the next week, 
another member becomes ill and 
requires hospitalization. The sec- 
ond member can come to the hos- 
pital feeling that the previous ob- 
ligation has been taken care. of 
and knowing that the hospital is 
satisfied because they have signed 
a contract for payment. This, again, © 
helps public relations. 

Bank finance is also a good thing 
for banks, since it increases the 
traffic in and out of the banks in 
a given locality. After a pleasant 
relationship in this manner, the 
contractor is likely to do much of 
his banking with the bank in 
which he has his hospital contract. 


INTENTIONALLY HIGH INTEREST 


There is, however, a high rate 
of interest carried with this paper. 
This interest is intentionally high 
—not because it costs the bank or 
the hospital this much to carry this 
type of financing, but because the 
hospital does not want to encour- 
age hospital financing in this man- 
ner. The purpose of this type of 
hospital payment is to see how 
much cash can be collected at the 
window. With a high rate of in- 
terest, the patient will probably go 
to the bank on his own rather than 
come to the hospital for paper. 
This is as it should be. As the hos- 
pital and its employees endeavor 
to encourage bank finance or cash, 
the traffic increases to fhe bank, 
and the hospital can do its real job 
—that of taking care of patients, 
not the finance business. . 


49 


\ 


call for papers) 


who may participate 


Any personal member of the 
American Hospital Association or 
representative of an institutional 
member of the American Hospital 
Association may submit papers for 
consideration. 


topics 


Papers are solicited for the fol- 
lowing four general topics: 

Administrative Practices —- Papers 
dealing with various aspects of 


hospital administration and 


partmental management, new or 
unusual uses of administrative tools 
and procedures, reports of experi- 
ences with new or unusual meth- 
ods, evaluation procedures, experi- 
mental approaches to supervisory 
_ training, aspects of personnel man- 
agement, purchasing, etc. 
Professional Practices—Papers deal- 
ing with standards and procedures 
for improvement of patient care. 
Hospital Economics—-Papers on any 
aspect of financial management of 
hospitals, financing patient care, 
hospital construction, uses of equip- 
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The American Hospital Association invites hospital 


personnel to submit papers to be read 
at the 59th annual meeting of the AHA, September 30 
through October 3 at Atlantic City, N. J. Selected 


papers will be used as a new convention 


feature, in addition,to those papers already 


scheduled for presentation at the convention. 


Deadline for receipt of 
abstracts by the American 
Hospital Association is 
May 6. 


ment, third party payment, etc. 
Utilizing Community Resources—Pa- 

pers dealing with aspects of com- 

munity planning, public relations, 


volunteer services and related hos- | 


pital activities. 


procedures 


Authors are asked to prepare a 
brief abstract of the paper which 
is being submitted. Two copies of 
this abstract should be sent to: 
Program Coordinator, Annual Con- 
vention, American Hospital Asso- 
ciation, 18 East Division Street, 
Chicago 10, Illinois. 


form of abstract 
The text of the abstract should 


Include the statement of the topic 


under discussion, the procedure 


being analyzed or the principal 
ideas in the paper. 

Abstracts must be limited to 300 
words and should not contain 
tables, drawings, footnotes, etc. 

The following outline should be 
followed in preparing the abstract: 


Title of paper 
Author 
Institution 
Text of abstract (not to exceed 300 


words ) 


The name and institution of the 
author should appear on only one 
of the two copies of the abstract 
being submitted. The second copy, 
without identifying data, will be 
used in judging the acceptability 
of the paper. 

All abstracts should be typed. 

Authors will be notified of the 
action of the selection committee. 

Hospital administrators are re- 
quested to bring this announcement 
to the attention of their assistants, 
department heads and other mem- 
bers of their staffs and governing 
boards to encourage participation 
of potential contributors. 
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At special session— 


house votes to consider assessment 


to finance expansion program 


HE HOUSE OF DELEGATES of the American Hospital 

Association met in special session in Chicago on 
March 16 to consider the Association’s expansion 
program. 

The House voted: 

—To meet in special session again on May 18, 1957, 
in Chicago for the purpose of considering a bylaws 
amendment authorizing a restricted annual assessment 
on all members for a four-year period, 1957 through 
1960,.in an amount equal to 50 per cent of their regu- 
lar dues with the understanding that all such moneys 
(estimated at $3 million) would be designated for 
building purposes. ~ 

—Approval of a recommendation of the Board of 
Trustees that the headquarters building be constructed 
to the 17-story height originally envisioned and that 
there be a $4,726,000 fund-raising campaign for the 
AHA’s program among industry, foundations, etc. 

The House tabled a proposed 
amendment to the recommendation 
which would have made the assess- 
ment a permanent dues increase 
but would have eliminated the 
fund-faising campaign. 3 

Ray E. Brown, superintendent of 
the University of Chicago Clinics 
and immediate past president of 
the Association, presided over the 
House meeting, first special session 
in Association history. 

The headquarters building re- 
port was outlined as. follows: 


MR. BROWN 


1. Association’s Program, Space and Money Needs 
—Edwin L. Crosby, M.D., Director. 

2. Report of the Board of Trustees—Albert W. 
Snoke, M.D., President. 

3. Money Sources and Uses—Reid T. Holmes, Trus- 
tee. 

4. Fund-Raising Campaign—Alfred C. Gumbrecht, 
president, John Price Jones Company, Inc. 

The Research Program—Alan E. Treloar, Ph.D., 
Director of Research, AHA. 

Mr. Brown reviewed briefly the events which led 
to the special meeting of the House of Delegates. 
In 1956, he said, Mr. John N. Hatfield, Association 
treasurer and chairman of the building committee, 
told the House that because building costs had sky- 
rocketed over original estimates the Board had de- 
cided to cut back the building to a 5-story structure, 
so built as to permit eventual expansion to 17 stories. 

At the 1956 meeting, Mr. Brown recalled, Mr. 
Stuart K. Hummel of Milwaukee asked special per- 
mission to address the House. Mr. Hummel told the 
House that “it is not possible to measure in dollars 
the great help given to all of us by the American 
Hospital Association’s activities, but I am certain you 
will agree with me that these benefits far exceed 
our contributions in dues. . . In connection with the 
new building project, I believe that we, who have 
been on the benefit or receiving side of our Asso- 
ciation’s activities, should now come forward and 


.do a bit of giving ourselves to help finance the 


building project.” 3 
Mr. Hummel thereupon proposed that the ‘House 


LEFT: PRESENT AHA headquarters (center building) at 18 East Division. occupied by AHA staff. RIGHT: Architect's concept of contemplated new 
Street. Buildings to the right and left of headquarters are partially Association headquarters building on Lake Shore Drive in Chicago. 
(Photo taken September 1954) (Photo of architect's model taken August 1955) 
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of Delegates recommend to the Board of Trustees 
that it consider the adoption of an organized pro- 
gram to raise substantial amounts through voluntary 
contributions from member hospitals and others.” 

This proposal was put in the form of a resolution 
by one.of the delegates and was promptly passed. 
The Board of Trustees took the resolution under 
advisement at once but was not able to formulate 
a course of action before the House adjourned two 
days later. 

Mr. Brown said, “The Board and special commit- 


tees have studied the problem. Results of these studies 
are what will be reported to the House today.” 


The Association Program, 
Space and Money Needs 


Mr. Brown: Doctor Crosby, the Director, will now 
review for us the Association’s needs as they have 
developed since this House, in 1954, authorized the 
construction of a new headquarters building and the 
expansion of our service program. 


OFFICIAL NOTES 


— 


CALL CONVENING BY HOUSE 
OF DELEGATES 


the American Hospital Association and by 
direction of Albert W. Snoke, M.D., presi- 
dent, I, Edwin L. Crosby, M.D., secretary 
of the House of Delegates, hereby issue 
this, the official call, to the members of 
the House of Delegates to convene at Chi- 
cago, Illinois, on May 18 at 10 a.m., at the 
Drake Hotel, for the purpose of consider- 
ing proposed amendments to the Bylaws 
of the American Hospital Association. 

Accomplished at the offices of the Amer- 
ican Hospital Association, 18 East Division 
Street, Chicago 10, Illinois, this sixteenth 
day of March 1957. 


PROPOSED AMENDMENTS TO BYLAWS 


The House of Delegates of the American 
Hospital Association will consider, at a spe- 
cial meeting in Chicago, May 18, amend- 
ments to the Association’s Bylaws enacting 
a special assessment for 1957, 1958, 1959, 
and 1960 equal to 50 per cent of the dues 
payable under Section 1 of the Bylaws. 
Notice of these amendments was sent by 
mail to the Association membership on 
March 16, 1957, in accordance with Article 


The text of the proposed amendments is 
as follows (portions proposed for addition 
are shown in CAPITALS. No material is de- 
leted): 


ARTICLE IV——ASSOCIATION DUES 


Present Section 2 of Article IV is to be 
renumbered SECTION 3. 
Add: 
Section 2. SPECIAL ASSESSMENT 
IN ORDER TO ASSIST THE FINANCING OF THE 
CONSTRUCTION OF THE HEADQUARTERS AND 
CENTER FOR HOSPITAL AFFAIRS, EACH MEM- 


Under the authority of the Bylaws of . 


XV, Section 1 of the Association’s Bylaws. . 


BER SUBJECT TO THE PAYMENT OF DUES 
PURSUANT TO PARAGRAPH (A), (B), (C), 
(F), (H), (1), (J), (K), (N), OR 
(O) OF SECTION 1 OF THIS ARTICLE SHALL 
BE SUBJECT TO THE PAYMENT OF AN ADDI- 
TIONAL SPECIAL ASSESSMENT FOR THE CAL- 
'ENDAR YEARS 1957, 1958, 1959, AND 1960 
EQUAL IN AMOUNT TO 50 PER CENT OF THE 
DUES PAYABLE UNDER SECTION 1. THIS SPE- 
CIAL ASSESSMENT SHALL BE PAYABLE CON- 
CURRENTLY WITH EACH INSTALLMENT OF 
DUES. 
SECTION 3. DEFAULT IN PAYMENT 

If dues AND SPECIAL ASSESSMENT, other 
than dues of Institutional members, Type 
IV, are not paid within sixty days of the 
date on which they become due and 
payable, the director shall notify each ~ 
member in arrears, and if said dues AND 
SPECIAL ASSESSMENT are not paid within 
sixty days thereafter, all privileges of 
membership shall be suspended until all 
arrears are paid in full. At any time 
within three years after the date. when 
dues AND SPECIAL ASSESSMENT are first 
required to be paid, a member who has 
been suspended may be reinstated upon 
payment of all dues AND SPECIAL ASSESS- 
MENT in default and payable at the time 
of reinstatement. The Board of Trustees 
in its discretion may modify ‘the provi- 
sions of this section effective for such 
-period as the Board shall determine. 


ARTICLE V——-CONTRACTING ORGANIZATIONS 


Section 1. The Board of Trustees may 
extend Institutional membership serv- 
ices to eligible hospitals or other bona 
fide eligible organizations which because 
of legal or other restrictions are pre- 
vented from holding Institutional mem- 
bership and the Association shall charge 
for such services on the same basis as 
dues AND SPECIAL ASSESSMENT are as- 
sessed against Institutional members, 
Types I, II, III, V, and VI. Such organ- 
izations shall be referred to as ‘“con- 
tracting organizations.” 
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Doctor Crosby: The membership first approved a new 
headquarters structure (not counting, of course, the 
approval of our present headquarters) for the Asso- 
ciation in 1937. The Board of Trustees has actually 
appointed three headquarters building committees 
since that time. The first was in 1944 and that com- 
mittee studied the possibility of acquiring a building 
in Chicago and gave serious consideration to the 
acquisition of the old Crane mansion on Lake Shore 
Drive. Finally, it was decided not to go ahead with 
these negotiations. 

In 1950, another committee was appointed and in 
late 1951 actually entered into negotiation for the 
purchase of the Westminster Choir College in Prince- 
ton, N. J. But this property was finally not purchased. 

In September 1952, the House of Delegates of the 
American Hospital Association approved, in princi- 
ple. the idea of an Institute of Hospital Affairs and 
this concept has been kept steadily in mind since. 

In 1954, another headquarters building committee 
was appointed. This committee brought forth the 
_proposal which the House of Delegates has had under 
consideration and review since then. 


CONTINUOUS EXPANSION 


Headquarters staff has expanded continuously 
since the approval of the new headquarters structure 
back in 1937. At that time there were about 15 em- 
ployees of the Association. In 1954, when the last 
committee of the headquarters building was ap- 
pointed, there were 118 employees of the Association. 
Today, there are 150 employees of the Association, 
not counting those of special research projects. If 
the research associates are counted, the total staff of 
the Association is no less than 172. 

Thus it can be seen that for many years prior to 
1954, Association services had grown: 

1. Pushing the cost of program 
activities to the absolute limit of 
Association income. | 

2. Requiring additions to staff 
which created uneconomic working 
conditions. 

3. Leaving the Board to conclude 
- that the housing problem must be 
solved promptly to make. possible 
effective expansion of the Associa- 
tion’s service program. 

Figure I is a photograph which 
is indicative of the crowded space 
condition at the present headquarters building at 
18 East Division Street in Chicago. This photograph 
is a view of a corridor to the stockroom. The other 
day several cartons of material for an accounting 
program were stored in the bathroom of an, apart- 
ment which the Association rents adjacent to its head- 
quarters building. 


DR. CROSBY 


MOST PRESSING NEED 


It should be noted that my first recommendation to 
the Board after my appointment as Director of the 
Association in 1954 was that the most pressing need 
was headquarters activities space and I requested 
that a building committee be appointed forthwith. 
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FIGURE I (Photo taken September 1954) 


A building committee appointed by the Board in 
1954 proceeded: 

—To study sites offered by the University of Chi- 
cago and Northwestern University. 

—To obtain estimates of construction costs. 

—To explore methods for financing the building 
and an expanded program. 

The Board of Trustees recommended and the 
House of Delegates, on Sept. 12, 1954, concurred in 
the following plan: 

1. To accept from Northwestern University an of- 
fer for use, under a 99-year lease, the ground at the 
corner of Lake Shore Drive and Pearson. Street val- 
ued at approximately $500,000. 

2. To construct a headquarters building and Cen- 
ter for Hospital Affairs having 17 stories above 
ground and two below, at a cost of approximately 
$5 million. 

3. To invite allied health organizations to share 
space with the Association. 

4. To double membership dues to finance (1) the 
construction of a 17-story building, (2) to finance a. 
continuously increasing service program over the 
subsequent 10-year period, and (3) establish a re- 
serve fund of approximately $1.5 million. 

Chart I (page 54) was shown to the House.in 1954 
and describes the proposed expenditures of the in- 
creased revenue (approximately $750,000 annually) 
from the projected doubling of membership dues. 

5. To employ Schmidt, Garden and Erikson as 
architects. 

Following the approval of this plan by the House 
of Delegates in September 1954: 

—-The architects began preparation of detailed 
drawings and specifications. 

—A zoning variation, necessary for the construc- 
tion of the building by the Association, was sought 
and obtained from the Chicago City Council in April 
1955. 
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LALLOCATION OF ADDITIONAL DUES INCOME | 


CHART I—ALLOCATION OF ADDITIONAL 
DUES INCOME (Sept. 12, 1954) 


—A construction loan of $3.3 million was obtained 
in September 1955. 
—A 99-year lease was negotiated with North- 
western University. 
LET SOME BUILDING CONTRACTS 


A delay in the completion of construction draw- 
ings, an impending increase in steel prices, an antici- 
pated delay in delivery of steel, and an expected in- 
crease in labor costs led the Board of Trustees t 
authorize: 

1. Letting the building contracts phase-by-phase, 
within the limits of the available building funds. 

2. Accepting bids for excavation, foundation, and 
steel. All of these bids were within the original esti- 
mates and contracts were therefore let. 

3. Breaking ground on Nov. 9, 1955, for the head- 
quarters of the American Hospital Association and 
Center for Hospital Affairs. On page-51 the original 
architects’ concept for this building is shown. 

On Nov. 21, 1955, the architect revised his con- 


original 17-story plan 
AHA 110,200 gross sq. ft. 


mechanical space pegs 


struction estimate sharply upward from $22.10 to 
$28.60 per square foot, increasing the total esti- 
mated cost from $5 million to $6.3 million, a 25 per 
cent increase. This was attributed to: | 

1. An original estimate in August 1955, which was 
too low. This estimate was made 15 months before 
the upward revision of the square foot cost. 

2. Rising costs of both material and labor in Chi- 
cago, amounting to an increase in costs at a rate of 
one per cent per month. ; 

3. The unparalleled activity of contractors in Chi- 
cago, as elsewhere. : 

Plans and specifications had been submitted for 
firm bids. These bids for the general and mechanical 
construction for a 17-story building were opened on 
March 8, 1956. Cembined with the already negotiated 
contracts for excavation, foundation and steel, they 
totaled $7.4 million, an increase of almost 50 per cent 
over the original estimate. The move-in cost, includ- 
ing fees, etc., totaled $8.3: million. 

This required complete revision of thinking be- 
cause the increases were more than the Association’s 
financing plan contemplated. 


ANALYSIS OF SPACE NEEDS 


Chart II, below, provides a review of our past 
planning, current use and future need for space to 
implement the program envisioned by the House in- 
1954. | 

The first schematic drawing shows the 17-story 
building as originally conceived and as it was to 
have been divided as follows: 

—Two stories below ground—garage for rental 
purposes. 

—First floor above ground—lobby and library. 

—Second floor—meeting rooms. 


new 17-story plan 
AHA 133,200 sq. ft. 


S-story plan AHA 
| AHA 75,400 sq. ft. 
Allied organizations 3 65,400 sq.ft. 
73,300 sq.ft. 
1954 1956 1957 1957 
10-yearestimate need actual) needcactual) 10-year estimate 


CHART II—AHA HEADQUARTERS BUILDING SPACE ALLOCATION (Morch 16. 1957) 
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original 17-story plan 
total cost $8.3 million 
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1954 


—Third and fourth floors—central services. 

—Fifth through 11th floors—allied organizations. 

—Twelfth through 17th floors—Association offices. 

The Association’s needs had been carefully pro- 
gramed by analysis of projects and activities au- 
_ thorized but unfinanced, yet anticipated to be in- 

augurated within a 10-year period. 

Activities in space allocated to central services 
would supply the.needs of all occupants of the build- 
ing on a cost basis. Space allocated to the Association 
would be adequate for a 10-year program. 

When, in 1956, it became apparent that financing 
the entire structure was beyond the current resources 
of the Association, attention turned to the immediate 
needs of the Association. It was believed that a struc- 
ture with five stories above ground would serve those 
needs. As shown in the five-story plan in chart II 
(opposite page): 

1. The two-story underground rentable garage 
space remained in the plan. 

2. A first story combination. library and service 
floor was provided. | | | 

~3. Second floor had- meeting rooms and offices. 

4. Third to fifth floors were for offices. 

The five-story plan on chart II shows also, for the 
first time, a new element, research. A fraction of a 
floor of the five-story plan (chart II) is devoted to 
research in the estimates presented to the House of 
Delegates in September 1956. But in less than a year 
from the time the five-story plan was considered 
adequate to house‘the Association’s current activities, 
the research program has grown tremendously. Chart 
II also shows a six-story plan in which ‘the research 
element has expanded into a whole floor. 


In less than a year, the Association has attracted . 
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1956 
CHART III—AHA HEADQUARTERS BUILDING, COMPARISON OF TOTAL COSTS (Morch 16, 1957) 


new 17-story plan 
total cost $9.15 million 


6-story plan 


totalcost 
$5.4 million 
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about $3.5 million in research grants for annual ex- - 
penditures ranging from $600,000 to almost $800,000 
in each of the next five years. The housing of this 
expanded research activity will require a minimum 
of one additional floor of space immediately. 

The 17-story figure on chart II represents our best 
judgment of space needs for the 10-year period 
through 1967. Contrasted with the estimate in 1954, 
it will be observed that: 

1. The basic space allocation to central service is 
the same. 

2. The staff office space is the same. 

3. Two floors have been allocated to research and 
this allocation has been deducted from that which 
was allocated to allied organizations. This emphasis 
on research has always been contemplated in Asso- 
ciation thinking but it has been realized sooner than 
was thought at all possible. 


CONSTRUCTION COSTS 


The foregoing has been an analysis of space needs 
and is visualized in chart II. Substantial changes in 
estimates and bids have developed since the project 
was first presented to the House and approved by 
the Delegates in 1954. These estimates, and bids 
when obtained, have been reported to the House as 
these developments occurred. By way of review, they 
were as follows: : 

1. Original estimate, August 1954—not more than 
$5 million. 

2. Revised estimate, November 1955— $6.3 million. 

Chart III, above, demonstrates the development of 
the cost side of the Association’s building project. 
The 17-story figure and its accompanying pile of 
dollars at the left of chart III shows the first firm bid 
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cost of construction for the original 17-story pro- 
posal. This bid was obtained on March 8, 1956, and 
provided for a total move-in cost of $8.3 million. The 
construction contracts in this bid totaled $7.4 million 
and the total of $8.3 million represents $400,000 for 
fees and architects’ charges and the necessary alloca- 
tion for contingencies and moving expenses. 

Chart III also shows the cost for the five-story 
structure as proposed to the House of Delegates in 
1956. The cost of the structure was $5 million, this 
figure being a move-in price, with about $300,000 
for fees and architects’ charges, and an allowance of 
$400,000 for contingencies and moving expense. 

The Association has firm bids covering construc- 
tion, fees and architects’ charges on this plan. 

As explained, the sudden expansion of the research 
activity of the Association has made five stories in- 
adequate for present needs and chart III shows the 
cost of a six-story structure, considered adequate to 
meet the Association’s immediate needs. 

The estimated total cost of this six-story structure 
is $5.4 million. The actual construction cost of the 
additional story is about $300,000 and an allowance 
of $100,000 has been allocated to contingencies. It 
should be explained that this construction estimate 
for the sixth’ floor has been made after a careful 
study by the contractors who are now building the 
five-story structure on the Association’s site. 

Chart III shows also that the total move-in cost is 
now estimated, by the contractors now at work for 
the Association, at $9.15 million. This is an increase 
of $850,000 from the $8.3 million which was bid on 
the 17-story structure in March 1956 when the bids 
were first opened for the total building. All of the 
foregoing increased cost estimate is attributed to 
higher present day construction costs. 


Report of the Board of Trustees 


Mr. Brown: Now I call on Doctor Snoke, president, 
to report the work of special committees and the 
recommendations of the Board to accomplish the 
purpose of the House of Delegates resolution. 

Doctor Snoke: The House of Delegates, on Sept. 17, 
1956, by formal resolution, requested the Board of 
Trustees “to consider the organization of a formal 
campaign to raise substantial sums through voluntary 
contributions to be received from member hospitals 
and others . 77. 

The Board considered the charge 
at succeeding days during the con- 
vention but decided this was an 
issue deserving of more study than 
was possible during that short time. 

As president, I appointed a spe- 
cial committee composed of Mr. 
Stuart Hummel, chairman, Mr. 
John A. Dare, Mr. Pat N. Groner, 
Mr. R. O. D. Hopkins, and Mr. Tol 
Terrell, to study the problem and 
to report to the Board. 

The Committee on Fund-Raising 
for Headquarters Building reviewed experiences of 
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hospitals, colleges, churches, and other organizations 


resulting from fund-raising to determine the effect 


of such campaigns on the constitutents of the groups 
involved. 

It was the committee’s opinion that a national: 
fund-raising campaign by the American Hospital 
Association, if properly conducted, would tend to 
strengthen its relationships with the membership 
and the American public. 

The committee was aware that some hospital ad- 
ministrators question their existing financial obliga- 
tions for support of Association activities but it was 
assumed that such dissidence ultimately will have 
a salutary effect by forcing the development of a 
sound program. 


FIVE BASIC ESSENTIALS 


The committee next considered the basic five essen- 
tials of a successful campaign and concluded as fol- 
lows: 

1. A Worthy Cause. Inherent in the Association’s 
program are the elements necessary to attract public 
interest through the development of assistance pro- 
grams for all hospitals and to make available to 
industry and to health agencies information necessary 
for the better planning and distribution of insti- 
tutional health services for the American people. 

2. An Interested Membership. Continuous growth in 
membership (Chart VI, page 66) authority and financ- — 
ing for expanded service programs, unsolicited gifts 
and other manifestations of support indicate that there 
is among the membership.a substantial basic interest 
in and a continuously growing support of Association 
activities. 

3. Availability of Effective Leadership. Because of the 
large numbers of people who have assumed positions 
of leadership in the Association and because the gov- 
erning bodies of hospitals include industrial and 
community leaders from all. types of enterprises, 
there appears to be adequate effective leadership 
available for the promotion and conduct of a suc- 
cessful national fund-raising campaign for the Asso- 
ciation. 

4. An Adequate Number of Workers. The large num- 
ber of past and present officers, council, and com- 
mittee members who volunteer their services to the 
Association, indicates that similar assistance could 
be obtained for a fund-raising campaign and thus 
assure an adequate number of campaign workers. 

5. Accessibility of Funds. The same motivations which 
prompt industries, foundations, and individuals to 
make funds available for local hospital expansion 
and operation also would prompt their support of 
a fund-raising campaign for a national standardizing, 
research, and educational agency for hospitals. 

The committee recommended: 

1. Inauguration by the American Hospital Associa- 
tion of a national fund-raising campaign to obtain 
contributions for the purpose of financing the con- 
struction of the Association’s headquarters building 
so as to make available immediately all or most of 
the income from membership dues for program 
expansion. This recommendation subsequently was 
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changed to develop a two-phase type of fund-rais- 
ing program to make possible participation by all 
hospitals. 

2. Employment of professional fund-raising :coun- 
sel to assist the Association in the planning and 
conduct of its campaign. | 

The Board of Trustees received the report of its 
Committee on Fund-Raising for Headquarters Build- 
ing on Nov. 30, 1956. 

The importance: of this issue prompted the Board 
to conclude: . 

1. That informal inquiries be made among hos- 
pital administrators to obtain additional opinion con- 
cerning acceptability of the proposal. | 

2. That another committee be appointed to review 
the proposed course of action. 

3. That the Board’s decision be deferred until its 
February meeting. We wanted to be sure. 

This committee, the Committee on Fund-Raising 
for the Association, consisting of Trustees, Albert 
W. Snoke, M.D., Tol Terrell, Ray E. Brown, and 
Reid T. Holmes: 

1. Discussed the problem exhaustively with hospi- 
tal representatives. 

2. Received reports from other Trustees concern- 
ing their findings as a result of their discussions with 
other individual and groups of hospital administrators. 

3. Directed Association staff to obtain opinions from 
several professional fund-raising firms. 

The following impressions and facts became evi- 
dent from such investigations: 

_ 1. The headquarters building should be built as 
originally planned. 

2. The membership would participate in additional 
financing. 

3. Industry and foundations should be approached 
for support. | 

4. Many nonprofit hospitals have adopted policies 
absolutely prohibiting their making voluntary con- 
tributions to other causes. 

9. Most governmental hospitals are forbidden by 
law from making contributions to other causes. 

6. Success of a fund-raising campaign among in- 
dustry, foundations, and selected individuals would 
be dependent upon hospitals themselves accepting 
financial responsibility. 

7. Early inauguration of the Institute of Hospital 


Affairs (Center for Hospital Affairs) approved by 


the House of Delegates in 1952 would be desirable. 

8. The amount of contributed research money com- 
ing to the Association and the number of requests 
for new services being received from members and 
public groups was evidence of need for expanding 
program more rapidly than planned in 1954 when 
the House voted for an expanded activity program. 

The foregoing factors were the basis for recom- 
mendations approved by the Board of Trustees on 
Feb. 7, 1957, and are embodied in the Board’s report 
to the House of Delegates in reply to its request 
made at the annual meeting in Chicago in 1956. 


RECOMMENDATIONS 


The Board made the following recommendations: 
1. To restore the 17-story headquarters building 
concept—for the following reasons: 
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The Association’s space needs, especially in the 
area of research activity, are growing constantly. 

The five stories thought adequate for current re- 
quirements are already not adequate. 

Only by providing adequate work space can the 
full potential of membership service be reached. 

To meet space needs in a piecemeal fashion would 
be more expensive, in the long run, to the members. 

Present use of all of the fabricated structural steel 
would result in substantial savings over any alternate 
plan for its warehousing for later use or for its sale 
at salvage prices. 

The most expensive portion of the building is in 
the first five stories. Construction bids for the five- 
story structure are $4.3 million. It is estimated that 
12 additional floors can be constructed at less than 
that amount. (Total, $8,163,000. ) 

Eventually, the building will have to grow to keep 
pace with the expanded service program, which was 
the ultimate objective of the increase in dues in 1954. 

The public recognition value of housing the Center 
for Hospital Affairs in a building befitting its im- 
portance to the public is an important factor. 

2. To consider a bylaw amendment authorizing a 
restricted annual assessment on all members for a four 
year period, 1957 through 1960, in an amount equal to 
50 per cent of their regular dues, with the understand- 
ing that all such moneys would be designated for 
building purposes—for the following reasons: 

Fund-raising among the members should be spread 
evenly over all. 

Establishment of the fund-raising program among 
members as an obligation rather than as a contribu- 
tion would permit participation by all member insti- 
tutions. 

Extending the payments over a four-year period 
would cause no real hardship to any member. 

Immediate inauguration of the assessment program 
would permit an orderly and continuous construction 
program to the full 17-story height of the building. 

A minimum of $3 million necessary for financing 
the total structure would be available at the pro- 
posed assessment rate. 

3. To conduct an intensive campaign for voluntary 
contributions in an amount of $4,726,000 from indus-_ 
try, foundations, and other sources for the Hospital 
Research and Educational Trust, to be applied to 
immediate expansion of the service program—for the 
following reasons: 

Present building obligations will hold program 
financing from membership dues below the desirable 


level during the next several years. 


New money from outside sources would permit im- 
mediate expansion of program activities and prompt 
inauguration of the concept of the Institute (Center) 
for Hospital Affairs. 

Industry has a direct stake in economic manage- 
ment, service improvement, and physical expansion 
of the American hospital system. 

Industry and others might be expected to make 
contributions to the Hospital Research and Educa- 
tional Trust more freely than to the Association be- 
cause such gifts to the former would be tax deductible 
but to the latter they would not. 

A national fund-raising campaign will focus public 
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attention on hospital care as a national cause, enhanc- 
ing public appreciation of hospitals. 


CONCLUSION 


The Board believes that the national fund-raising 
campaign will succeed if the membership assumes its 
obligations for financing a facility in which an ex- 
panded work program can be conducted. The Board 
believes that the benefits which will accrue to all 
hospitals and to all people from this two-phased fund- 
raising project make both the assessment payments 
and the voluntary contributions a wise and proper 
investment for the membership and industry. 

We considered very intently the suggestion that 
going to the membership would bring us together. 
But after intensive consideration we believed that 
this wquld force a review of our program and that 
this would be healthy, and that therefore we should 
have a national campaign. 

The Board decided: (1) let’s go ahead on the 
17-story concept now; (2) let’s go to our member 


hospitals to finance their part of this on a regular 


assessment basis, and (3) let’s have a fund-raising 
campaign to increase our service program. 

We were all aware, and are aware, of the possibil- 
ities of misunderstanding. The officers and trustees 
share everyone’s concern over the steadily increasing 
estimates. But, after all, we have all run into this 
and we know that there is nothing we can do but 


- grit-our teeth. 


The alternates, it seems to us, were to (1) do 
nothing; (2) to meet our immediate needs, or (3) to 
respond to the pressure on the Association to expand 
its service program and thus its benefits to its mem- 
bership. 

The Board of Trustees felt that, although the rec- 
ommendation it was bringing to the House was sound, 
it was most essential that there should be clear and 
complete discussion. It was, of course, possible for 
the Board to present a bylaw change to the House of 
Delegates, after proper notice to the membership and 
to the House, for action by the House at one meeting. 

The Board felt, that despite the expense involved, 
it was much more important to have two meetings. 
At the first meeting the proposal would be presented 
for discussion only, giving the Delegates an oppor- 
tunity to decide whether there should be a second 


meeting for a final decision and also providing time, . 


if such a second meeting were decided upon, for the 
Delegates to return to their constituent members and 
discuss the problem with them. 

It was deemed very, very important that no one 


should feel that there is any attempt to short-circuit 


discussion here or among the membership. 

It is most important that the Delegates be sure 
they understand the proposal, that they ask ques- 
tions and that the membership understand the pro- 
pasal. 

The Board’s recommendation is that we go ahead 
with this expansion program. 


Money Sources and Uses 


Mr. Brown: The financial requirements for construc- 
tion of our headquarters building have passed 
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through several distinct planning phases during the 
past two-and-one-half years. In addition, your Board 
of Trustees has held firm to the maintenance of an ex- 
panding service program in accord with our presen-. 
tation to the House of Delegates in 1954. By way of 
clarification of these financial requirements, I call 
now on Trustee Reid T. Holmes to trace our financial 
planning and to explain the effect of the Board’s 
recommendation for a membership assessment and a 
fund-raising campaign on our building and program 
financing. 

| Mr. Holmes: In order that we may 
see the present plan for financing 
our building in true perspective, 
we should carry the story through 
its earlier chapters. 

The top “pie” diagram on-chart 
IV shows our plans and disappoint- 
ments prior to and subsequent 1a 
receipt of the first set of firm bids 
on our building. The black and 
white sections represent the antici- 
pated cost of construction as ésti- 
mated by the architects, plus an 
amount for contingencies and fees—a total of $5.1 
million. | 

The Association had $1.8 million of its own re- 
sources to put into the building. Loans had been | 
negotiated with Continental Illinois Bank and Trust 
Company of Chicago and the Northwestern Mutual 
Life Insurance Company for $3.3 million to cover 
an estimated $4.8 million construction cost—allow- 
ing $300,000 for contingencies. But when the bids 
came in, they totaled $8.3 million including fees, 
contingencies and move-in cost; so, we were at a 
minimum $3.2 million short of our needs—the amount 
shown in the third portion of the top “pie.” 

The second “pie” in the chart shows the financing 
plan for the five-story building which seemed ade- 
quate about seven months ago. » 

Because of the passage of time and the resultant 
accumulation of dues income in our building fund, 
the AHA’s resources had increased to $2.7 million. 

We have commitments for loans in the amount of 
$2.3 million for a total of $5 million to pay the costs 
of construction, fees, and move-in expense, and to 
allow for contingencies. 


MR. HOLMES 


FORWARD LOOK 


The third “pie” represents the financing plan for 
the six-story building we could use to advantage to- 
morrow if it were available. 

The only difference is the third wedge representing 
a money deficit of approximately $400,000 of which 
approximately $300,000 is cost of construction of one 
additional floor and the balance is fees and estimated 
contingencies. | 

The bottom “pie” of chart IV shows the proposed 
financing plan for the 17-story building at today’s 
estimated construction costs—including fees, move-in 
and contingency expenses. | | 

—Present Association resources of $2.7 million 
and loans of $2.3 million remain the same as in the 
previous two figures. 
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original 17-story plan......... 
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new 17-story plan 


total $9.15 million 


CHART IV—AHA HEADQUARTERS BUILDING FINANC- 
ING PROPOSALS FOR VARIOUS PLANS (Morch 16, 1957) 


—An element of assessment income in the amount 
of $3 million has been added. 

—Another wedge represents $1.15 million in new 
loans which will be possible because of extending 
the size of the building and the Association’s greater 
building equity through the assessment income. 


OVER-ALL LOOK 


Chart V shows allocation of income—to program 
and to building. The source of income is also indi- 
cated. 

Because dues income ultimately should be assigned 
to program financing, let us look at it first in terms 
of that purpose. 

1. The application of dues income for program 
purposes (on upper half of chart V) as described to 
the House of Delegates in 1954 is shown in an 
ascending order through the year 1967, after which 
the total of dues income would be applied to pro- 
gram financing... 

2. The lightest sections on the upper portion of 
the chart represent additions to dues income for pro- 
gram purposes. These amounts would come from 
voluntary contributions from industry, foundations, 
and other sources. 


RAPID PROGRAM EXPANSION 


The fund-raising campaign revenue from indus- 
try, foundations, etc., would be devoted to program 
purposes, as shown on chart V.. These income sec- 
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tions, added to the allocation of our own dues in- 
come to program expenditures, demonstrate how re- 
sults of the fund-raising campaign from industry, 
etc., plus available funds from membership dues 
could expand program immediately as new head- 
quarters facilities become available, rather than 
waiting until all debt service requirements are met 
10 years from today. 

After 1967, when our debt service payments end, 
that portion of membership dues allocated to build- 
ing (lower portion of chart V) would be added to 
the program section on the upper portion of the 
chart. 

This amount, plus a residue from the fund-raising 
efforts and contributions for space used by allied or- 
ganizations, would permit the Association’s program 
to continue at a level developed during the preced- 
ing 10-year period. 

As indicated on the lower half of the chart, the 
assessment income would be used eatirely to retire 
building debt. 

It is anticipated that regular nondues income would 
continue to increase in a steady modest way as it 
has in the past and such a conservative increase is 
charted. 

Research money contributed by outside sources for 
special purposes is unpredictable. It is shown on 
chart V in amount presently committed through 
1962 and, for the sake of conservativism, it is esti- 
mated that these funds may revert to amounts not 
less than were available in 1956, although such a re- 
version is unlikely. 


SUMMARY 


The proposed assessment will make possible con- 
struction of the headquarters building essential to a 
necessary expansion of program activities. The pro- 
posed fund-raising campaign will permit expansion 
of service to the membership more rapidly than en- 
visioned, but dictated by requests and commitments. 
In effect, an assessment dollar voted now will pro- 
duce more than an additional new dollar-and-a-half 
for financing the program considered essential in 
1954, but which without such outside help would 
have to be delayed. 


The Fund-Raising Campaign | 


Mr. Brown: About one month ago, the Board of Trus- 
tees retained John Price Jones Company to test the 
opinion of the business community concerning the 
likelihood of success of a fund-raising effort among 
large national industries, foundations, and selected 
individuals: to develop a case, and to outline a pos- 
sible plan of campaign. 

Although this study period was short, it is my 
understanding that preliminary findings are encour- 
aging. The president of John Price Jones Company, 
Mr. Alfred C. Gumbrecht, will present his prelimi- 
nary report. 

Mr. Gumbrecht: Good fund-raising is not only good 
public relations, but probably the highest refinement 
of public relations, and the by-products of a cam- 
paign must never be lost. from sight. Frequently, 
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they transcend in long-range significance the cam- 


paign’s actual dollar results. 

Especially is this true in the instance of an insti- 
tution which has never carried on a public appeal 
for funds—such as the American Hospital Association. 
And it is particularly true of an institution such as 
the AHA which is a “professional” rather than a 
“lay”? organization. 


A NATIONAL CAUSE 


We see this campaign for the American Hospital 
Association and its member hospitals, therefore, as 
providing unique opportunity to 
crystallize public awareness of good 
hospital care as a “‘national cause” 
in the truest sense—a cause merit- 
ing widespread lay concern and 
outstanding sponsorship by busi- 
ness, industrial and social leaders, 
in much the same manner and de- 
gree in which our needs in medical 
education, science and engineering, 
and higher education generally are 
now commanding the lively inter- 
est and support of key citizens 


MR. GUMBRECHT 


every where. 

They say “a rising tide lifts all the boats.’”’ Through 
effective interpretive publicity, we see this campaign’s - 
promotion of hospital care as a national cause con- 
stituting, in effect, the rising tide that will lift the 
boat of every member hospital—affording a wide 
variety of benefits. : 


MANY BY-PRODUCT BENEFITS 


Among such by-product benefits to the member 
hospital, we see: | : 

1. Heightened awareness of the hospital as an es- 
sential aid to the physician in safeguarding and ad- 
vancing human health. 

2. Enhanced public appreciation of hospitals in 
relation to the health and happiness, the economic and 
social well-being, and the progress of their respec- 
tive communities. Such appreciation obviously must be 
a major factor in the continued adequacy of United 
Fund and Community Chest support, bequests, and 
other current local sources of philanthropic income. 

3. A new perspective of the community hospital 
in relation to the health, social and economic well- 
being and progress of our nation. 

4. A background of strengthened good will and 
public understanding to be carefully cultivated for 
the day when an individual hospital must appeal for 
its own capital funds. 

5. And last, but surely not least among the local- 
level benefits, we see a reappreciation and strength- 
ening of the role of the hospital administrator, through 
effective interpretation of the American Hospital As- 
sociation as a professional organization originally con- 
ceived, and governed, by men whose lives are devoted © 
to efficient operation of the nation’s hospitals—main- 
stay of defense against ill-health and disease. 

A number of equally obvious benefits to the Amer- 
ican Hospital Association could also be cited, espe- 
cially important among them being these: 
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@ The increased motivation for membership in the 
Association by presently nonmember hospitals which 
campaign publicity will stimulate. 

@® Similarly, the increased prestige which the Asso- 
ciation will bring to its function of representation, 
through Commpaign promotion of the Association’s 

“national cause’’ aspects. 

@® The focusing of increased attention on the im- 
portance of the AHA’s efforts at improving the quality 
of hospital. care. 

@ Increased public understanding of AHA, which 
will deepen and broaden. the member hospitals’ co- 
hesive spirit and inspire a new pride in their state 


and regional hospital organizations as well as the . 


AHA. 
TENTATIVE CAMPAIGN OUTLINE 


It should be kept in mind that the John Price Jones 
survey has not reached the point where a campaign 
outline can be considered definitive. It is wholly tenta- 
tive, although premised on some 38 years of experi- 
ence in fund-raising and public relations. 

A basic principle in successful fund-raising is that 
the case must be “bigger-than the institution,” bigger 
than the AHA itself. And it is because the AHA— 
which stands for quality, adequacy and efficiency of 
hospital care—is vital to safeguarding and advancing 
what perhaps is man’s most treasured possession, 
health, that it has a strong case. The Association’s 
casé has strength in other directions also, such as: 

—The fact that millions of Americans are involved, 
that the average daily hospital census alone exceeds 


1,363,000 patients, and that one in every eight of 


our people enter hospitals in the course of a year. 

—That there is a hospital plant investment of nearly 
$12 billion, hkely to be tripled by 1970. 

—That hospitals have a combined operating budget 
of more than $5.5 billion annually, a figure which 
by 1970 will probably at least double. 

While the talk generally has been of an appeal to 
industry for a minimum of $4,726,500, the campaign’s 
concept should anticipate solicitation not only of in- 
dustry. It should encompass individuals also, and 
approach a number of philanthropic foundations, pos- 
sibly 400 to 500, having a known or potential giving 
interest mm the field of health. 

Opportunity for financial participation would be 
given to every trustee of a member hospital of whom 
there are some 50,000; to the companies of as many 
trustees as might be willing to intercede with their 
companies for gifts; and perhaps even to the more 
than one million membership of. the women’s aux- 
iliaries. 


FIVE REASONS FOR GIVING 


Undoubtedly, however, the bulk of the $4,726,500 
needed must be sought from industry. What do we 
see to be the chief reasons why industry has a 
substantial giving interest in the strengthened and 
accelerated central service programs. which the new 
building will make possible for America’s hospitals? 
Industry, we believe, will recognize the merit of such 
giving reasons as these: 

1. The nation’s hospitals are essential to the health 
and happiness—and therefore the economic and social 
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well-being and progress of the American people— 
industry’s customers. 

2. Hospitals are also vital to the health and happi- 
ness of industry’s employees—essentially the pro- 
ductive wealth of industry. The AHA can demonstrate 
that efficient administration and operation and well- } 
planned hospital expansion, are the products of its 
centrally coordinated planning and service programs. 

3. The Association can also demonstrate that the 


‘complexities of organization, operation and adminis- 


tration of the present-day hospital require that imme- 
diate and greater emphasis be placed on research into 
method and procedure—research that is stimulated 
and professionally guided through a responsible co- 
ordinating agency. 

4. In the face of a fast-growing population, and 
the mounting pressures for improved and additional 
government and nonprofit hospital facilities in the 
near-term future, optimum effectiveness in meeting 
these needs is best achieved through expansion of the 
AHA’s educational, research and service programs. 

5. The American hospitals can go to the public— 
including industry — with a compelling argument: 
having themselves given to the limit of reasonable 
expectation they now must turn to outside sources 


for help. 
PUBLICITY HAS TWO-FOLD TASK 


It would be hoped that the public information 
committee organized as part of the campaign struc- 
ture would continue in existence after the campaign 
and bring to the Association as a continuing asset 
certain skills, experience and aids to enhance the 
entire promotional effort. 

Since the goal of the AHA is to promote good hos- 
pital care for all the people, this campaign: obviously 
provides special opportunity to give impetus to the 
year around educational aims of the Association. 

The campaign publicity, therefore, assumes an im- 
portance far greater than that of handmaiden to a 
fund-raising effort. Fund-raisingwise, it must, of 
course, seek to stimulate the working and the giving 
interest of those whose active help and financial sup- 
port are needed. But in the course of doing so, the 
promotional program must consider the audience to 
be our total public, with the educational and inter- 
pretive effort directed at two objectives: arousing 
all citizens to the need for concerted action to assure 
good hospital care; and arousing them to the appre- 
ciation of the AHA’s essential role toward that end 
as a. professional — but voluntary — agency of the 
people, acting in their best interests in the traditional 
spirit of free enterprise. 


SUCCESS IN THE BALANCE 


Subject, of course, to far more opinion testing than 
has been possible so far, we nevertheless believe that 
the factors of campaign strength which make for 
success far outweigh whatever factors of weakness 
exist in the Association’s fund-raising picture. 

Undoubtedly, there are weaknesses, the chief among 
them apparently being: 

1. Lack of previous campaigns and the absence, 
therefore, of any tested leadership and workers. 

2. The AHA’s nature as wholly a professional or- 
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ganization, almost devoid of any lay leadership in 
the persons of business, industrial or social leaders 
closely identified with and active in the Association’s 
affairs. 

3. In the absence of any previous public appeals, 
the disadvantage that the contemplated appeal will 
face in being an “added starter’ on philanthropic 
budgets, without any past habit pattern of giving 
or working, or established acceptance of AHA as 
a worthy recipient of individual or corporate gen- 
erosity. 


ADDITIONAL STRENGTH FACTORS 


Counterbalancing such weaknesses, and in our 
initial judgment tipping the scales in favor of suc- 
cess, we see such additional factors of strength as 
these beyond the over-all case previously cited: 

1. Availability of a potentially interested constitu- 
ency—the trustees of the member institutions—men 
and women who can provide superior leadership and 
who have entree to a majority of the so-called na- 
tional corporations and hundreds of others as well 
as entree to most of the important foundations. 

2. The vision and enthusiasm of hospital adminis- 
trators. 

3. The splendid record of AHA’s past achievements 
which can be traced in relation to direct benefits 
to the business community. 

4. Favorable current trends and motivations in 
corporate giving, which have created an atmosphere 
conducive to success of the AHA’s appeal to business 
and business foundations. For example, to a consid- 
erable extent business giving is motivated by an 
enlightened self-interest with which hospitalization 
can be closely identified and which is evidenced by 
industry’s own increasing investment in hospital care 
for its employees. This new community awareness on 
the part of commerce and industry has brought about 
an astonishing growth in their financial support of 
community and national health programs. 

5. The salient features of the projects comprising 
AHA’s 10-year program are easily recognizable and 
appealing to the business community, designed as 
they are to help hospitals cope with future health 
problems which are almost universally understood. 

6. The AHA’s 10-year program is also appealing 
not only because its projects are designed .to meet 
urgent community hospital needs, but also because 
the projects themselves promote the use of modern 
managerial techniques. 

In conclusion, we believe an undertaking such as 
this can lift all the boats of the total membership of 
the Association. In the fulfillment of the Association’s 
challenging need, it has a tremendous opportunity to 
place the cause of good hospital care on a high level 
in the consciousness of our people and of philanthropy 


—to the benefit of the Association and to the future 


advantage of all its members. 


The Research Program, 
Today and Tomorrow 


Mr. Brown: The growth of the research activity of 
the Association has been stressed. For example, grants 


totaling $887,250 have been received by the educa- 
tional trust for research projects which have been 
completed. That figure is during the entire 13-year 
history of the trust. Of this amount, all but $186,250 
was for the two well-known commissions, the Com- 
mission on Hospital Care and the Commission on 
Financing of Hospital Care. But right now the trust 
has grants of. no less than $3,534,739 for current 
projects. Here to explain something about the re- 
search program is Doctor Alan E. Treloar, director of 
research for the Association and for the trust. He 
was formerly professor of biostatistics at the Uni- 
versity of Minnesota and the Association is fortunate 
to have a man of his caliber to head our research 
work. 

Doctor Treloar: It is my assignment 
to review briefly for you research 
in progress within the Association, 
future research projects with which 
we would presently like to be con- 
cerned, and the relation of this ac- 
tivity to the proposed Institute of 
Hospital Affairs. 

Our present research program 
includes: 

@A study entitled ‘Operation 
of Hospital Planning and License 
Laws.” This is an investigation of 
state and community procedures for (a) planning 
for hospitals and related facilities to meet medical, 
nursing and rehabilitative needs, (b) establishment 
and maintenance of desirable standards in operation 
of such facilities through law and official regulation, 
and (c) definition of most desirable practices, and 
recommendation of training programs for personnel 
supervising and conducting such activities. 

@ A study entitled “Future Needs for Hospital Fa- 
cilities.”” This study involves specification of antici- 
pated needs for hospitals and related facilities in this 
nation for complete health care, economically pro- 
vided. Three areas of work are being covered: (a) 
Systematic definition of terms covering establish- 
ments, facilities and services as they are needed as 
a language basis for the study itself and for general 
use in the hospitak field. (b) Careful review of past 
experience with a view to evaluation of trends and 
major stimulating actions such as the Hill-Burton 
act and the Wolverton Amendment upon utilization 
of hospital services and facilities. (c) Presentation of 
a complete plan for provision of the needed services 
and facilities, realistically organized for efficiency in 
operation. 

@ A study captioned “A Comparison of Indexing 
Systems for Medical Records.” This study. is being 
jointly developed with the American Association of 
Medical Record Librarians. It is concerned with 
evaluating in a comparative way the “International 
Statistical Classification of Disease, Injury, and Causes 
of Death” and-the “Standard Nomenclature of Dis- 
eases and Operations” in serving the purposes striven 
for in the maintenance of hospital indexing activities. 

@ Another research program of intensely collabora- 
tive character in a rather new area is entitled “Evalu- 
ation of Drugs for Cardiovascular Therapy.” This 
project received the largest grant ever -made for 
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extramural research by the Public Health Service, a 
sum of $575,000 per year for five years. The profes- 
sional staffs of hospitals will conduct this program 
in close collaboration with a central staff within the 
Hospital Research and Educational Trust, under a 
plan of administration presently being worked out 
with the American Medical Association. I am par- 
ticularly pleased over the opportunity this research 
undertaking provides for drawing together into closer 
collaborative work the professional and administra- 
tive staffs of hospitals. Another stimulating aspect 
of this program is the opportunity it will provide 
for development of a model for such types of research 
operations in the field of medicine. 

@ We have also just commenced a “Collaborative 
Program of Research in Hospital Planning” which 
is jointly sponsored by this Association and with 
the American Institute of Architects. This study will 
_ be concerned with a careful analysis of the func- 

tional needs of all units of staff in the total hospital 

structure with a view to working out carefully the 
best possible adaptation of the physical plant to meet 
those needs. 

A few words about research projects under con- 
sideration: 

We look forward to participation in research aimed 
at designing readily applicable methods to determine 
the nation’s manpower in: the field of nursing, its 
present and expected needs, together with an in- 
quiry into the factors underlying the present. dis- 
proportionate distribution of nurses in relation to 
need nationally, regionally, and even within small 
communities. 


LARGE SCALE RESEARCH NEEDED 


Lack of realization in fact of the concept of. inte- © 


gration and coordination of hospitals as congeived in 
the Hill-Burton program presents a problem of tre- 
mendous magnitude. This must be tackled by research 
~on a large scale. We are formulating plans aimed to 
meet this particular deficiency through research. 

An outstanding need highlighted by our research 
in the area of future needs for hospital facilities is 
that for a realistic and adequate knowledge of the 
contributing elements to the “room rate.” We look 
forward to formulating a research undertaking in 
this area as resolution of this problem is imperative 
to intelligent discussion of the gains logically to be 
expected if current procedures in the handling of 
patients within hospitals are changed in the direction 
which our research suggests as worthy of trial. 

I should like to refer now more directly to the 
Institute of Hospital Affairs which you have been 
reminded this morning was approved in principle by 
the Board of Trustees of this Association in June of 
1952. It was an objective in creating this institute 
to emphasize the importance of the broad program 

. of research and education in the hospital field, and to 
stimulate and facilitate this through establishment of 


such an institute in close relationship with a univer- 


sity, involving participation of the faculty of that 
university in the manifold activities of the institute. 

There would be no quarrel with its prime objective 
to improve the administration of hospitals, or should 
we rather say to improve the services provided by 
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the hospital through more effective administration 
in the coordination of all activities. That objective 
would have to be attained through the gathering 
and dissemination of new information leading to 
progressively clearer understanding of all information. 


THREE-FOLD PROGRAM 


Essential to such an institute would be a three- 
fold program: (1) research, (2) development, and 
(3) education extending far beyond the present scope 
of the “institutes.’”’ I would foresee fellowships pro- 
vided by the Association and other interested organi- 
zations in the first two of these areas for promising 
graduates of our various schools of hospital adminis- 
tration. The total activities of the institute could 
fall very naturally under the wing of the Hospital 
Research and Educational Trust. The activities of the 
institute should focus on all vital areas of hospital 
operation, including cooperative action with profes- 
sional staff in providing the best possible services 
for restoration and maintenance of health within the 
communities which hospitals serve. And we must not 
overlook the growing consciousness of the commu- 
nity that its hospitals are very much its own affair. 
Psychology, sociology, and political science are all 
disciplines which should come into play in the ad- 
ministrative organization of the institute. 

The present research department of the Associa- 
tion is like the hull of this ship. It is already launched 


‘and underway with only masts erected to carry the 


sails presently bulging under the power of research 
grants. We must go on to outfit the interior of this 
ship as it moves on its course. What its finished form 
and ultimate power will be depends upon many fac- 
tors yet to be determined. ? 


Discussion by the Delegates 


The discussion of the proposal by the Delegates 
was prefaced by remarks from Mr. Brown who ex- 
plained that at this first of two contemplated special 
meetings the Delegates were considering, not a bylaws 
change, but only a vote as to whether another meet- 
ing to consider a bylaws change was desired. 

Delegate Jack Hahn (Indiana): At the 1956 meeting of 
the House, the action of the Board was explained and 
the program was described to us as having dropped 
only the extra things at that time. Apparently, there 
have been changes since that time. Is it the expansion 
of research which is forcing this new look? 

Mr. Brown: There certainly have been changes since 
that time. It is both an expansion of regular staff 
activity by the Association and of the research pro- 
gram of the American Hospital Association. We had 
no idea in 1956 that we would receive so much in 
the way of research grants. These grants do force us 
into a new consideration and we must recognize this. 

Doctor Snoke: Certainly, the only real change since 
last September is the six floors versus the five-story 
plan in 1956. Is it smart to just build six stories 
rather than five? Is this good long range planning? 
These were the questions we had to decide. We think 
the estimates are conservative and it seems to us 
that now the problem is whether we should be frugal 
and go into 6 stories or whether we should go into 
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12 stories or 15 stories. It seems to the Board and 
to others that it is lots better to go all the way and 
really provide for our needs. The alternatives seem 
to be that we build five ‘stories which will put us 
into a real squeeze right at the moment or that we 
build six stories which, I wager, will be inadequate 
no more than a year hence, and that we then build 
on to the structure piecemeal as our needs expand. 

Paul Bliss (Washington): Is this plan to provide space 
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for the associations that need it or to provide a 
facility for the Institute of Hospital Affairs? 

Doctor Snoke: I am becoming more and more im- 
pressed with the need to work with our professional 
colleagues. We have to work with the pharmacists, 
the nurses, etc. When the institute concept was first 
enunciated a few years ago, it sounded visionary 
but it is looking more and more realistic to me all 


of the time. The potentialities of real benefit to the 


hospital field for having these other groups in the 
building make more and more sense. And certainly, 
these facikities provide us with the facilities for 
expansion which we need. : 

Doctor Crosby: The House should know that there 
is additional space immediately to the west -of the 


American Hospital Association building which is 


available for expansion of ‘the center. 

Reverend W. C. Perdew (Michigan): Can we consult 
with our state hospital associations on this matter? 

Mr. Brown: Certainly you can and should talk with 
the hospitals in your state which are members of 
the American Hospital Association. You are not here 
as a representative of the state association but as a 
representative of the American Hospital Association 
member hospitals in your state. You should deter- 
mine what is their reaction and what, in your view, 
will be their long-term gain from the contemplated 
proposal. : | 

Norman R. Brown (New Hompshire): Why does the 
amortization period have to be so long? What is the 
penalty for refusal to pay the proposed assessment? 
Why do we not temporize our ideals? We have all 
been involved in this sort of situation and sometimes 
it has not been possible for us to go whole hog. Would 
tnere not be greater sympathy for us to go for a 
goal somewhat less than the ideal? 
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Mr. Brown: On the amortization question, we could 
not go for a longer loan even if we wanted one. This 
is a special purpose -building and the lenders are 
betting mainly on the willingness of the Association 
membership to pay dues. The investment committees 
of such lending agencies naturally wonder about a 
bet placed on just such a willingness. Furthermore, 
the officers and trustees believe that the payment 
should not be dragged out because the more the 
loan payments are dragged out the less that is put 
into program and we want to put every penny we 
can into program. 

As to the question of what is the penalty for re- 
fusal to pay the assessment, the answer is simple. 
Membership in the Association is at stake. 

There is a combination answer to the question of 
why we do not temporize and look for something 
less than the ideal. The House overwhelmingly voted 
for a 17-story building. Such a building does not 
lend itself to a new wing as is often the case in a 
hospital expansion program. The penalties of not 
going ahead are much greater than in most hospital 
circumstances. 

Clyde W. Fox (Nevada): There is no point now in 
recriminations. But, I don’t want to go along with 
the proposal of a fund-raising campaign which will 
get down to the boards of trustees and the auxiliaries. 
I am in favor of paying our own way. If gifts are 
available from foundations and national companies, 
so much the better, but let’s carry our own way for 
this program and let us not look for benefactors to 
do it for us. The women’s leagues have specific proj- 
ects in their own specific hospitals and I don’t want 
to see their energies in behalf of the specific hospi- 
tal or the energies of the trustees dissipated. 

Paul Myer Jr. (Quebec): I believe we should consider 
a permanent 25 per cent increase in dues and no 
fund-raising guidance. 

Doctor |. S. Geetter (Connecticut): It would be a mark 
of great sadness and a matter of regret always to 
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all of us if we did not build our Association head- 
quarters the way it should be built. If it has to be 
17 stories, or 12 stories, or less, or more, it should 
be that. I am not especially impressed with providing 
for any of the needs of the allied organizations or 
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These Two Accessories 


Increase the Effectiveness of your 


Armstrong X=4 incubators 


@ This valve is designed and built for all 
Armstrong Baby Incubators. Installation is 
easy on all models of the X-4 incubator 
by removing the existing oxygen inlet and 
replacing it with the 40% oxygen limiting 


valve. 


This valve limits the oxygen flowing into 
the incubator to a concentration of 40%. In 
emergencies, however, a one-quarter turn 
of the valve permits a 100% flow of oxygen. 
The required flow “stays put’’—locked in 


place so that it cannot accidentally jar loose. 


For quick, positive identification, the 40% 
limiting position is clearly colored bright 
green. The 100% flow position for emer- 
gencies is colored bright red. 


We'll gladly send a complete descriptive 
folder which explains how easily this limit- 
ing valve can be installed on your present 
Armstrong X-4 Incubators. 


THE 
GORDON ARMSTRONG 
CO., INC. 


508 Bulkley Bldg., Cleveland 15, Ohio, U.S. A. 
Cleveland Telephone CHerry 1-8345 
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@ Designed for operation on the Armstrong 
X-4 Baby Incubator, this new style nebulizer 
can be installed in 15 minutes. Its use does not 
alter or change the safety features of the incu- 
bator in any way. The nebulizer makes it 
possible to limit the oxygen concentration 
flowing into the incubator to 40%. The nebu- 
lizer also provides these additional advantages 
to the incubator operation: 

Supersaturated atmosphere with HIGH 

oxygen concentration. | 

Supersaturated atmosphere with LOW oxy- 

gen concentration. 

Supersaturated atmosphere WITHOUT 

OXYGEN through compressed air. 


Controlled administration af wetting 
agents, detergents or other medication. 


We'll gladly send a complete descriptive folder 
which explains how easily this nebulizer can 
be installed on your present Armstrong X-4 
Incubators. 
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depending in a building program on their needs. I 
do not believe it is most wholesome if part of the 
concept of the building is based on the needs of or- 
ganizations which today may need a half a story 
and tomorrow may need.far more than we can give 
them and then they move out. I believe that if we 
need a 17-story building for the Association, we 
should build it and we should not base our decision 
on the needs of its poor relations. 

Doctor Snoke: When you start estimating space, as 
all of you know who have done it with your hospitals, 
you are truly in the never-never land. Certainly, the 
allied organizations should pay their own way. But, 
the provision of space for them not only is a start 
on the Center for Hospital Affairs but also gives us 
expansion room. There is no guarantee from us to 
them that we will provide them with this space 
permanently. 

(Several delegates at this point suggested that it 
was extremely important that materials concerning 
the yroposal be provided for the Delegates and for 
the membership. ) 

Charles Paxson Jr. (Pennsylvania): Do we have an ade- 
quate hedge in our present building budget on pos- 
sible increments and costs for the next two years? 

Doctor Madison B. Brown, director of administrative services, 
American Hospital Association: The building budget is 
tight but the estimates have been made by the con- 
tractors now on the job. If we came to an unfortunate 
delay in continuing construction, the contingency 
fund now provided may not be enough. 

Delegate Fox (Nevada): I would like to see us, this 
House, consider a 25 per cent increase in dues on 
a permanent basis, rather than a fund-raising cam- 
paign. 

Henry Hooper (Ohio): Would the extension of the 
assessment period from four years to five years pro- 


vide a larger contingency and thus, more flexibility © 


in the building fund estimates than indicated by 
Doctor Brown. 

Delegate Myer (Quebec): A permanent 25 per cent in- 
crease is better than a four-year 50 per cent increase. 

A. E. Maffly (California): This program as shown to 
us today with the delays which we have encountered 
doesn’t mean distress or failure for our Association. 
I predict that the United States will continue to grow 
and I predict that our Association will continue to 
grow. I don’t think we should sell our Association 
short. We should pamper some of our fears with the 
knowledge of what our Association has done in the 
past and the way it has grown every time the prophets 
of doom said that the increase in dues would reduce 
our membership. 

As Doctor Crosby has shown us (chart VI), the 
increase in dues in 1954, despite the prophecies, did 
not result in a loss of membership but actually in 
a gain of membership. I say, let us build a 17-story 
building now. 

When I came here this morning, I must admit that 
I was semi-antagonistic. After all, I didn’t find, as I 
talked to the members in California, any members 
who said, “go to Chicago and increase the dues.” 
Of course not. The members said to me, as we would 
expect, “now, don’t increase the dues. Hold them 
down.” 
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1 9 18 


1898 5, 


MEE TOTAL INSTITUTIONAL 
PERSONAL 
CHART VI—GROWTH OF AHA MEMBERSHIP 


(Sept. 12, 1954, Rev. March 16, 1957) 


I am now convinced of the soundness of this pro- 
gram and I shall do my best to sell it and the 
Association must help us sell this program back at 
home. 

Wendell H. Carlson (illinois): I think the thing we 
should ask ourselves is what has the Association 
done for us. Every hospital which has had a Hill- 
Burton grant or a Ford grant has more proof than 
it really needs of the value of Association membership. 

Delegate Fox (Nevada): I would like to have an 
expression of the opinion of this House as to a perma- 
nent 50 per cent increase rather than a drive to the 
local level. 

(It was moved and seconded that the House express 
its desire to meet again on May 18 in special session, 
to consider a 50 per cent assessment on membership 
dues for the years of 1957 through 1960 for the pur- 
pose of constructing the headquarters building to a 
17-story height, and also considering a fund-raising 


- Campaign for contributions from industry, founda- 


tions, etc., to expand the Association service program. ) 

Delegate Fox (Nevada): I ask that the resolution be 
amended so that the House would first express its 
desire to increase dues permanently 50 per cent. 

(A motion to table this amendment was passed and 
the motion to meet on May .18 for the purpose of 
considering a 50 per cent assessment for four years 
for the completion of the 17-story structure and also 
to consider a fund-raising campaign was voted.) 


OTHER HOUSE ACTIONS 


The House also voted approval. of the following 
three bylaw amendments at the March 16 meeting: 

1. An amendment to Article II permitting those 
personal members affiliated with Type III institu- 
tional members to be eligible for membership in 
personal membership departments. 

2. An amendment to Article VII changing the 
name of the Educational Trust to the Hospital Re- 
search and Educational Trust to describe more clear- 
ly the trust’s activities. 

3. An amendment that designates the immediate 
past president of the AHA as an officer of the Asso- 


ciation. 


HOSPITALS, J.A.H.A. 


1956 6930 
1954 6387 
1951 3785 5096 
2 02S 
2400 
1250 


*. 
: 
. 
bad 
e. 
be 
> 
® 
* 
. 
»* 
*. 


. 
. 


| standards-.. 


o* 
. 
*«* 
esee* 
ee” 
** 
y 
> 
. 
> 
e 
tex 
4 
aa? 
. x 
7 
: 
r 
+ 
e” 
e 
«* 
«* 
° 
a 
> 
2 
> 
~ 
ores 


14% greater knot strength : 


| \ | Wi | 
| 
up to 
| 
| 
| 
| 
| 


HE ADMINISTRATION and opera- 

tion of a modern hospital today 
is no simple assignment. The in- 
creasing complexities of manage- 
ment of a hospital, the rapidly 
expanding programs of communi- 
ty health, and the rapid advances 
of medigal and other professional 
care all tombine to make hospital 
administration a difficult and de- 
manding profession that requires 


the utmost in training, personality. 


experience. 

As I have had the opportunity 
of meeting hospital administrators 
throughout the country, I have 
really been impressed with the 
many faceted problems faced by 
the administrator of the small to 
medium-sized hospital, for these 


administrators must be ‘experts 


in all fields from purchasing to 
nursing, and from accounting to 
personnel administration. I am 
convinced that the provision of 
consultation, advice and assistance 
to the administrator of the small 
hospital is one of the most im- 
portant obligations of the Ameri- 
can Hospital Association. I have 
been delighted to note the empha- 
sis and attention that Doctor Cros- 
by and his staff have been devoting 
to him (or her). This program is 
a major objective of Mary Schab- 
inger and her Council on Associa- 
tion Services this year, and as a 
result, we can look forward to ex- 
panding liaison between the Amer- 
ican Hospital Association, the state 
hospital associations and the re- 
gional and city hospital councils 
to bring ideas, suggestions and 
help to the individual hospital ad- 
ministrators. 

My own professional experience 
has been with larger hospitals 
which are departmentalized with 
experts heading each division. 
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your fresident reports 


These are the department heads 
upon which depend so much of 
the efficiency, economy and morale 
of the institution, and it has been 
only relatively recently that we 
have been according them the rec- 
ognition that is their due. 


Ti MORE we talk and learn about 
management organization and per- 
sonnel administration, the more 
we accept the necessity of having 
proper supervision and training. 
The key individuals in this are, of 
course, the department heads. Their 
tenure is, as a rule, much longer 
than the administrator or his as- 
sistants; they are experts in their 
own specialty; and they can con- 
tribute stability and support to the 


administration of the hospital that. 


is invaluable. Here again, the AHA 
during the past few years has rec- 
ognized the role of the department 
head and has encouraged special- 
ized training and AHA personal 
membership for a few of the spe- 
cialties and more are under con- 
sideration. 

I suggest that even greater at- 
tention be given to these individ- 
uals in the future—not only as to 
their reimbursement and perqui- 
sites, but as to their training and 
their role in the administration of 
the hospital. With the outstanding 
exception of nursing, little atten- 
tion has been given to the training 
of department heads in personnel 
administration or in the operation 
of their departments beyond the 
technical requirements of the job. 
Very little formal training exists 
for chiefs of maintenance, laundry 
or housekeeping, accounting or 
purchasing. We usually select de- 
partment head successors from as- 
sistants or from some smaller hos- 
pital and almost all have been 


eroded by the apprentice method. 
I question whether this is realistic 
for the future in line with the 
increasing demands on these in- 
dividuals. 


‘Ee INTEGRATION of the depart- 
ment heads into the administration 
of the hospital is another area that 
has been neglected by many ad- 
ministrators. They can and should 
be very valuable in the develop- 
ment of policies associated with 
the operation of the hospital and 
can only do so if they are ac- 
quainted with what is going on 
inside and outside the hospital. 
I admit that I have shocked many 
of my professional associates by ad- 
vocating weekly department head 
meetings. However, I have found 
that this provides a means by 
which the department heads be- 
come acquainted with each other, 
their activities, and their problems. 
It also gives them an opportunity 
to participate in overall hospital- 
administrative decisions, and also 
enables the administrator to find 
out what is happening in his own 
institution. Department heads and 
administrative assistants will not 
be at a loss for subjects for dis- 
cussion even at a weekly interval 
if a regular opportunity on an in- 
formal organized basis is presented 
to them. 

The more I think of the value 
that the department heads of my 
institution are to me in the opera- 
tion of my hospital, the more I 
become impressed with the admin- 
istrators of small hospitals, who 
must be their own experts in so 
many fields. More power to them. 


Albert W. Snoke, M.D., president 
American Hospital Association 


67 


4 

| 

» 


peo TIME to time reports are 
published of injuries and 
deaths laid directly or indirectly 
to poor hospital management 
practices involving pharmaceutical 
service or poor pharmacy prac- 
tices. In recent years, hospital 
pharmacy “accidents” have re- 
sulted in the deaths of infants in 
a hospital nursery as a result of 
the issuance of a boric acid solution 
for one of glucose and more re- 
cently, adult deaths from the dis- 
pensing of sodium nitrite for so- 
dium phosphate. In both instances, 
nonpharmacist employees of the 
pharmacy or hospital were in- 
volved. The dermatologically used 
barium sulfite and the roentgen- 
clogist’s barium sulfate are also 
known to have been offenders. 

On one occasion, when three 
infants died as result of a drug 
“accident”’ in a hospital’s mater- 
nity ward, the hospital spokesman 
gave this explanation of the trag- 
edy: “A bottle of sodium chloride 
solution was emptied and a grad- 
uate lay nurse. filled it with alco- 
hol used in the hospital for steri- 
lization and other purposes. The 
nurse left the bottle near the 
sodium chloride solutions but did 
not label the bottle ‘alcohol’ and 
did not remove the sodium chlor- 
ide label.” 


Again, instances are reported of © 


pharmacy service personnel being 
seriously injured by cuts or burns 
received from hot flying glass and 
liquids in “minor” hospital explo- 
sions. In some instances, flasks 
broke during sterilization of irri- 
gating or parenteral solutions; in 
others, severe body burns were 
suffered on the unexpected igni- 


George F. Archambault, Ph.C., D.Sc., 
LL.B., is chief, Pharmacy Branch, Division 
of Hospitals, Bureau of Medical Services, 
U.S. Public Health Service, Department of 
and Welfare, Washing- 

on, D.C, 
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pharmacy ‘accidents 


can be prevented 


by GEORGE F. ARCHAMBAULT, D.Sc. 


Pharmacy “accidents” resulting in 
the injury or death of hospital pa- 
tients or serious injury to pharmacy 
service personnel often can be traced 
to poor practices in pharmacy man- 
agement. Poor practices may include 
laxness in policies governing who may 
handle medications, unsafe practices 
involving substitution and duplication 
of medications, or overburdening the 
professional pharmacist. In nearly all 
cases, the application of a few com- 
mon-sense safety practices would have 


forestalled the tragedies that occurred. 


tion of substances overheated in 
attempting solution. 

In nearly all cases, the applica- 
tion of a few common-sense safety 
practices would have forestalled 
the tragedies that occurred. 


WHO SHOULD DISPENSE DRUGS? 


Unfortunately, one of the more 
serious causes of patient “acci- 
dents” involving pharmaceutical 
services in hospitals is a laxness 
in hospital administration policies 
governing who may dispense med- 
ications. This “‘blind spot’’ in hos- 
pital administration is a serious 
one, one that needs looking into 
not only by hospital administrators 
but also by the clinicians whose 
patients are involved, by hospital 
trustees, state hospital licensing 
authorities, pharmacy board offi- 
cials, food and drug officials, and 
hospital accreditation authorities. 

Even a casual study of case re- 
ports will indicate that hospital 
administrators — fortunately a 
minority in number in the larger 
hospitals — allow or foster the 
improper utilization of nonprofes- 
sional personnel in the dangerous 
area of drug compounding and dis- 
pensing, a utilization that is in 
direct violation of the pharmacy 
and/or food and drug, public health 
and hospital licensing laws of many 
states. The 1956 Guide Issue of 


HOSPITALS, JOURNAL OF THE AMER- 
ICAN HOSPITAL ASSOCIATION (Aug. 
1, Part II) contains these startling 
facts: Of the 5,237 short-term hos- 
pitals in Continental United States, 
some 3,309 report no pharmacy 
and 3,683 have no pharmacist on 
the hospital staff. 

To correct this situation will in- 
crease costs, but the situation must 
be corrected promptly by the hos- 
pitals involved in the interest of 
the well-being and the lives of the 
patients entrusted to their care, as 
well as for the protection of the 
corporate funds of the institution. 
A serious matter in ethics as well 
as law is involved in this issue. 

Certainly hospital policies, that 
permit or sanction in the interest 
of so-called economy the use of 
nonprofessionals “‘just to read la- 
bels, dispense or deliver drugs, or 
transfer medications from large 
containers to smaller nursing sta- 
tion size containers” places all of- 
ficials involved in the operation of 
that hospital — trustees, adminis- 
trator, nurse, and pharmacist, if 
any — in a vulnerable position 
with regard to law suits, both 
criminal and civil. This is espe- 
cially true, on the civil side, in 
states where the charitable trust 
immunity doctrine does not apply 
or where it has been relaxed so 
that suits against hospitals are not 
prohibited. 

A defense consisting essentially 
of ‘‘a pharmacist can make mis- 
takes too”? sounds trite in court 
when the plaintiff’s attorney tack- 
les the legal doctrine of “negli- 
gence in selecting the employee” 
or a charge of “criminal negli- 
gence.”’ 

The defense is especially weak if 
it can be proved that the adminis- 
trator hired a lay person, however 
brilliant, to perform those acts 
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If the first diuretic used in the patient hospitalized for heart failure 
is ineffective, it may be too late to try another. For this reason and many others, 
physicians prefer the dependability of injected MERCUHYDRIN.” 


Experience with innumerable patients in several decades of use 

confirms the uniformly rapid response to MERCUHYDRIN 

with a minimum of side effects. This assured action saves lives, 

saves time, saves money. And when recovery is well underway, 

switching to oral NEOHYDRIN® has the further advantages of saving injections 
for the patient and time for your nursing staff. 


LAKESIDE 


A STANDARD FOR INITIAL CONTROL OF SEVERE FAILURE FOR MAINTENANCE OF THE EDEMA-FREE STATE 
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which the law of the state decrees 
must be performed by a profes- 
sional individual licensed by that 
state for the protection of its citi- 
zenry. In such instances, the ques- 
tion of the commission of a crime 
by the hospital and administrator, 
with a fine and unfavorable pub- 
licity for the hospital and such 
personal punishment as fine or 
imprisonment as indicated by the 
statutes involved, is open to ex- 


ploration by the district attorney.. 


The fact that a pharmacist is 
employed by the hospital may not 
be sufficient evidence of compli- 
ance with the law if the workload 
is Clearly too heavy for one phar- 
macist to perform his duties in 
a professionally adequate manner 
and if helpers are found to be 
engaged in such duty with the 


knowledge and consent—expressed 


or implied—of the hospital admin- 
istrator. 

Relative to the problem of de- 
fining adequate professional staff- 
ing for a hospital pharmacy, time 
and motion studies have shown 
that where a pharmacist deals di- 
rectly with the patient, the time 
norm per noncompoundable pre- 
scription is eight minutes. Com- 
plicated compounding prescriptions 
require an average of 14 minutes. 

Using these figures as a guide, 
it seems reasonable that hospital 
administration and hospital phar- 
macy should be able to endorse a 
daily workload standard of 80 to 
100 units dispensed per pharma- 
cist if such units include narcotics, 
hypnotics, regular prescriptions, 
nursing station medication con- 
tainer units,- prepackaged items 
and bulk compounded items plus 
the usual daily nonmeasurable 
duties such as drug therapy con- 
sultative service, purchasing, cost- 
ing, narcotic and hypnotic con- 
trols and the like. 


SUBSTITUTION-DUPLICATION 


Another problem related to safe 
practices in the pharmacy has to 
do with ordering medications and 
recording treatments. The substi- 
tution* and duplication problem is 
one of the most difficult issues of 
the day. All concerned seem to 
agree that it applies to brands only 


**‘Substitution: The dispensing of a dif- 
ferent drug or brand of drug in place of 
the drug or brand ordered or prescribed 
without the express permission of the 
prescribing physician.’ (National Pharma- 
ceutical Council definition.) 
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and not to true drug substitution 
and that the truly scientific ap- 
proach is to use generic and offi- 
cial names. The manufacturers use 
generic names as shown in papers 
presented by their researchers. 
Trade names, if used, are of firm 
origin and are usually footnoted. 

Is “‘substitution” practiced in a 
hospital that uses a formulary sys- 
tem controlled and operated by 
the medical staff (not by the ad- 
ministrator and pharmacist) with 
stated rules that permit the use 
of pharmacy committee-approved 
basic drugs if a trade name drug 
is prescribed without other evi- 
dence of the physician’s wish for 
the trade name item? Is “substi- 
tution”? being practiced in a simi- 
lar situation in which the formu- 
lary and policy are developed by 
the administrator and pharmacist 
without staff participation; that is, 
where no truly democratic phar- 
macy committee program exists? 

Again, what is the case in a 
hospital in which no formulary 
exists and a basic drug is used for 
a trade name item? Substitution 
in hospitals must be clearly defined 
to make certain that members of 
the professional disciplines are not 
found guilty of violating state. laws 
and to make sure that the patient 
receives the drug the physician 
truly intends him to have. 

In the opinion of the author, a 
formulary system controlled and 
operated by the medical staff, with 
stated rules including one that per- 
mits the purchase and dispensing 


‘of drugs by generic name when- 


ever trade name drugs are pre- 
scribed, is not in violation of any 
substitution or other pharmacy 
laws or regulations. 

One of the safest approaches to- 
day for the protection of the phar- 
macist, the administrator, and the 
hospital against a substitution 
charge—at least until a test case 
is made—is for each physician, at 
the time of his appointment to the 
hospital staff, to sign a separate 
form authorizing the pharmacy to 
dispense basic drugs in instances 
in which he, because of lack of 


- familiarity with generic nomencla- 


ture, prescribes a brand name. 
The authorization will not apply 
if the physician indicates by some 
means other than simply writing 
the brand name, that he wishes 
that particular brand. For exam- 


ple,-it would appear quite proper, 
if the medical staff approves, for 
the hospital to print on its pre- 
scription blanks and patient charts 
a statement indicating that generic 
equivalents will ‘be used when a 
brand name is specified, unless 
otherwise requested. 

It is assumed, of course, that the 
hospital in procuring drugs. pur- 
chases high quality medications— 
medications from reputable phar- 
maceutical manufacturers that, are 
concerned not only with proper 
production controls but also en- 
gaged in substantial research of a 
pharmacological, chemical, micro- 
biological or similar nature. 

It is increasingly evident that 
courts are recognizing principles. 
and standards laid down by vari- 
ous groups to improve patient care 
and safety of personnel. Principles 
set forth in such documents as the 


Minimum Standards for Hospital 


Pharmacies, the State Hospital 
Licensing Act, professional regu- 
lations and statutes of the indi- 
vidual state boards of pharmacy, 
the pharmacy elements of the 
Joint Commission on Accreditation 
of Hospitals, and standard safety 
rules are being used in law work 
as tools in applying the degree or 
standard of care below which a 
hospital might conceivably be 
found guilty of negligence. 


THREE-ELEMENT CHECK LIST 


The following three-element 
check list may be helpful to the 
trustee, administrator, nurse, or 
pharmacist who wishes to evaluate 
pharmaceutical service safety 
practices of his hospital, whether 


such practices be outlined in a 


written over-all hospital policy, 
in a pharmacy procedure manual 
or by “tradition” of use or by 
other ‘“‘standards” or laws indi- 
cated above. 


|. Use of professional and 
nonprofessional personnel 


1. If your hospital is too small 
to employ a full-time trained hos- 
pital pharmacist, does it (a) utilize 
the part-time services of a com- 
munity practitioner of pharmacy— 
an individual familiar with hospi- 
tal pharmacy practice, Minimum 
Standards for Pharmacies in: Hos- 
pitals and the pharmacy elements 
noted in both the accreditor’s and 
hospital’s reports as issued by the 


HOSPITALS, J.A.H.A. 


| 


(Hl 


PATIENTS SLEEP SOUNDLY with non- 
barbiturate Doriden—0.5 Gm. at bedtime. 
Onset of action is smooth and gradual 
(without preliminary excitation). Effect 
lasts 4 to 8 hours. 
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PATIENTS AWAKE ALERT AND RE- 
FRESHED; Doriden is rapidly metabo- 
lized, allows restful natural slumber with- 
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Joint Commission on Accreditation 
of Hospitals or (b) have a full- 
time combination administrator- 


pharmacist or other combination 
position occupied by a pharmacist 
meeting the qualifications above, 
or (c) share a pharmacist with 
several other hospitals who inde- 
pendently cannot support a phar- 
macist? 

2. Is there adequate professional 
control over the pharmacy depart- 
ment, especially over the issuance 
of drugs, in the absence of the 
pharmacist in charge? 

3. Are nonprofessionals employed 
in the pharmacy or elsewhere in 
the hospital (such as ward attend- 
ants) carefully instructed in the 
nature of their duties, properly su- 
pervised and made cognizant that 
under no circumstances are they to 
engage in those activities requiring 
by law the skills and knowledge 
of a licensed practitioner of phar- 
macy? 

4. Do job descriptions of non- 
professionals assigned to the phar- 
macy indicate clearly that they are 
under the direct and immediate 
supervision of a pharmacist? 

5. Are sufficient internal checks 
employed to guarantee a review 
by a pharmacist of the accuracy 
of the work of the nonprofessional 
when he assists in bulk compound- 
ing, prepackaging, filling of nurs- 
ing station medication containers 
or performs similar. assistance 
duties? 

6. Is the department adequately 
staffed with professional and non- 
professional personnel? 

7. Is a pharmacist responsible 
for the condition of drug inven- 
tories and for the requisitioning 
and/or purchase, preparation, la- 
beling and control of medications, 
including parenteral and surgical 
solutions? 


Il. Safety regulations 


1. Is the pharmacy equipped 
with sufficient fire extinguishers 
of the proper type and are they 
properly located and periodically 
checked? Carbon tetrachloride ex- 
tinguishers must not be used in as 
confined an area as a pharmacy. 

2. Are fire blankets or emer- 
gency fire showers provided and 
are they properly located? 

3. If the pharmaceutical serv- 
ice operates central sterile supply 
or if the pharmacy sterilizes irri- 
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gating or parenteral solutions, are 
wire mesh safety gloves used by 
employees directly involved in this 
operation? Are vented fiasks used? 


Are shatter-proof goggles and 


headgear worn by employees in- 
volved in the sterilizing operation? 

4. Are inflammables such as 
ether and alcohol stored in prop- 
erly secured areas that meet local 
fire regulations? Elements’ that 
may be required are explosion- 
proof electric switches and light 
facilities, blow-out wall or win- 
dow, floor drain, floor sill spill 
protector, fume dispersing fan, 
and an automatic sprinkler or an 
automatic fire expellent gas ejector. 


Ill. Pharmaceutical service — 
internal safety- check 
policies and regulations 

1. Are bulk supplies (stores) of 
narcotics, hypnotics, isons and 
the more “legend Menge” 


hetamines stored 


pharmacy and at 
s kept to minimal 
requirements ok not more than a 
week’s supply dn large consump- 
tion items? x 

3. Are volatile inflammable liq- 
uids kept in a cool place? 

4. Are medications dispensed or 
issued in air-tight, light-resistant 
containers that meet the USP and 
NF storage requirements for labile 
medications? 

5. Are acids, alkalies, and other 
irritating liquids and gallonages 
stored at knee level or below? Are 
external use and poison items sep- 
arated from internal use medica- 
tions in dispensing areas? (Ex- 
amples are sodium nitrate, oxalic 
acid, boric acid, and barium sul- 
fides. ) 

6. Is the accuracy of each phar- 
maceutical calculation checked by 
a second pharmacist? Or if only 
one pharmacist is on duty, does he 
eheck his calculations with a men- 
tal estimate as to the reasonable- 


ness of his findings? Are the 
weights and measures involved 
checked? 


7. Is the container label checked 
three times (at the time the item 
is removed from the shelf, at the 
time of actual use and at the time 
the item is restored to the shelf)? 

8. Are medication container con- 
tents, including chemicals, verified 


against the label by organoleptic 
macroscopic. examination? Are 
monthly inspections made by a 
pharmacist of all parenteral and 
surgical fluids at nursing stations 
and in central sterile supply? Such 
solutions should be light-tested 
periodically and at time of issue. 
Also, such solutions should be 
dated upon release from the phar- 
macy. | 

9. Are unidentified medications, 
drugs, chemicals and unlabeled 
filled containers banned from the 
pharmacy and nursing station 
medication centers? 

10. Is the pouring of irritating 
liquids done below eye level? Is 
the measuring of other liquid 
medications done in graduates held 
at eye level where accurate men- 
iscus readings may be made? 

11. Is close attention paid to 
the properties of chemicals being 
heated to avoid violent reactions 
or explosions? 

12. Is there a hospital policy on 
methods for destroying obsolete 
or unknown chemicals—especially 
the rapidly oxidizing and reducing 
chemicals—which may have vio- 
lent explosive properties? Deep 
burial or dilution and sewage. dis- 
posal is recommended for these 
chemicals rather than incinerator 
destruction. 

13. Where the pharmacy fills 
more than one prescription for the 
same patient, does the pharmacist 
check on the physiological com- 
patibility of the medications pre- 
scribed? For example, are physi- 
cians consulted when prescriptions 
are presented for a glycerin or 
sugar-base cough syrup or’a sugar- 
base cathartic such as solution of 
citrate of magnesia when insulin 
is prescribed for the same patient? 
- 14. Are dual control labels uti- 
lized in prepackaging operations, 
one label remaining on the con- 
tainer dispensed and the other 
affixed to the prescription filed? 

15. Is there a hospital policy on 
the use of investigational drugs 
(drugs not as yet in interstate 


- commerce)? Hospital policy should 


allow such drugs to be used only 
by clinicians competent to evaluate 
the safety of the drugs. The patient 
should be a fully informed patient, 
one that has given written consent 
to the use of the drug. Proof of 
sufficient animal experimentation 
should be available prior to use of 
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such as the an, 
separately in lo¢ked secured areas? 

c 
2. Are workinéessupplies of these 


the drug. Proper hospital (medi- 
cal) facilities, such as emergency 
oxygen, should be immediately 
available. Such drugs should be 
controlled and issued by the phar- 
macy, and nurses involved with 
administering the drug should be 
fully informed as to the drug’s 
action, its dose schedule, side ef- 
fects and contraindications. 

16. Does hospital policy require 
prompt reporting to the adminis- 
trator of all irregularities involv- 
ing narcotic hypnotic and amphe- 
tamine medications? Does hospital 
policy require that the adminis- 
trator promptly report such mat- 
ters to his trustees or board of 
governors? Also, is it policy that 
the hospital official in whose name 
the narcotic registration is issued 
(usually the president, vice presi- 
dent or secretary) be informed in 
writing of the reported irregularity 
and prompt action initiated to cor- 
_ rect any weakness in security con- 
trols that allow misuse of these 
medications? 

17. Does hospital policy include 


an automatic stop order regulation - 


for legend, hypnotic and narcotic 
ordered medications as recom- 
mended by the Joint Commission 
on Accreditation of. Hospitals? 
Many hospitals are now formu- 
lating policy on this matter. The 
commission leaves it to the indi- 
vidual hospital to determine which 
drugs should be subject to stop 
order and how long a patient may 
be given a drug before a reevalua- 
tion of his case is due. Some hos- 
pitals specify 48 hours, 72 hours, or 
a week as the period at the end 
of which the drug is automatically 
stopped. The physician in charge 
then must reexamine his case and 
prescribe the drug if he wishes it 
continued. Drugs most common to 
this situation are hypnotics, nar- 
cotics, anticoagulants, antibiotics 
and the tumor inhibiting drugs. 
18. Does a pharmacist make 
monthly checks of nursing station 
medication containers, solutions 
stored in central sterile supply, 
and all biologicals in refrigerators 
in order to locate outdated, dete- 


riorated, improperly labeled, 


properly stored, obsolete or excess 
items? 

19. Are biological refrigerators 
equipped with thermometers? Is 


the temperature range 0°C. to — 


15°C.? Are small pox' and yellow 
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fever vacines stored at 0°C.? 

20. Does the chief. pharmacist 
serve as the safety security officer 
for the hospital in the’ matter of 
proper storage, labeling and use of 
housekeeping items, such as in- 


‘secticides (DDT) and _ cleansing 


agents (ammonia water and sapo- 
nated cresol solution)? Is the use 
of adhesive tape as a label pro- 
hibited in this area and elsewhere 
in the hospital? 

21. Are prescriptions or phar- 
maceutical specialties, basic drugs 
or biologicals filed with a notation 
by the dispenser as to name of the 
manufacturer, the trade name of 
product (if any) and the manu- 
facturer’s lot, control or batch 
number? 

22. Is an effort made by the 
pharmacist to make certain the 
patient understands complicated or 
unusual directions for use of pre- 
scribed medications? (For exam- 
ple, directions for the use of 
poisonous bichloride of mercury 
tablets for disinfecting soaks.) 

23. Are “strip labels” such as 
“For the Eye,’ “For the Nose,” 
“Keep Refrigerated,” ‘““Do Not Use 
After ” employed on 
prescription containers when in- 
dicated? | 

24. Does hospital policy require 
placing the full name of the pa- 
tient on the prescription label? Are 
the prescription contents-also noted 
on the label unless the prescriber 
gives other wmstructions? 

25. Are outpatients given a pre- 
scription check to insure receipt of 
proper medications? 

26. Is the intent of the pre- 
scriber met in the _ prescription 
filled? 

27. Are “use as directed” or “use 
as prescribed” signa on. prescrip- 
tions frowned upon as a matter 
of hospital policy? 

28. Are such procedural precau- 
tions taken as allowing: only one 
prescription to be filled by a phar- 


macist at a time, in order to pre- 


vent prescription errors, such as 
label switching? | 

29. Is each prescription checked 
and initialed by the pharmacist, 
the dispenser and checker when- 
ever possible? 

30. Are proper controls — and 
tests where indicated — employed 
in the bulk compounding of par- 
enteral solutions, surgical fluids 
and other pharmaceuticals such as 


elixirs, creams, ointments, solu- 
tions and dilutions? Also, are 
proper controls and checks pro- 
vided for all prepackaged mate- 
rials, including tablets and cap- 
sules, designed for use at nursing 
station medication centers, in in- 
dividual outpatient prescriptions, 
and in other areas? 

31. Does the pharmaceutical 
service meet the requirements of 
(a) the State Hospital Licensing 
Act, (b) the state board of phar- 
macy laws and regulations, (c) 
the Minimum Standards of the 
American: Society of Hospital 
Pharmacists, (d) the elements 
listed by the Joint Commission on 
Accreditation of Hospitals, and (e) 
state food and drug and public 
health laws and regulations? Are 
copies of these documents main- 
tained in the pharmacy and in the 
administrator’s office? 

32. Does the hospital’s products 
liability insurance . policy cover 
items made and dispensed by the 
pharmacy? Also, does the hospi- 
tal’s liability policy (malpractice) 
cover the pharmacists and other 
pharmacy department employees? 
Do the pharmeessts carry personal 
professional malpractice policies? 

Periodic checking on the con- 
tinued implementation of such 
safety precautionary measures as 
described here should go far in 
insuring a safe pharmaceutical 
service of high caliber, a service 
designed to protect patients and 
employees from pharmacy “acci- 
dents” as well as to render effi- 
cient pharmaceutical service to the 


hospital and prevent legal diffi- 


culties arising out of negligence 
claims. 
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_| fuchasing 


A purchasing agent's job often is what he makes it: 


where do \/ © ! fit in management? 


SURVEY of what pur- 
chasing executives really do 
showed that at least half of their 
time and energy is spent on ad- 
ministrative, as distinct from func- 
tional, activities. They are manag- 
ers as well as buyers. 
Management is the art and sci- 
ence of planning, organizing, and 


controlling the men, materials, and 


means of accomplishing objectives, 


economically and effectively. Man- . 


agement must accomplish the ob- 
jectives in such a way as to create 
the maximum good for owners, 
employees, and public alike. 

If there is a sense of responsi- 
bility, a group of men with com- 
mon problems, and a science for 
coping with those problems, there 
is the foundation for a profession. 
Purchasing executives surely have 
a sense of responsibility, common 
problems, and a desire to make 
their work a profession. 

Management in almost every 
field is to a great degree dependent 
upon psychological factors. But as 
a part of the science of manage- 
ment, purchasing also has a kit 
of fundamentals. The progress it 
makes in the future will be based 
largely upon its recognition of its 
tools and its skill in applying them. 

There is a real opportunity for 
anyone given the responsibility of 
the purchasing function. A per- 
son’s approach does much to de- 
termine whether or not he is part 
of management. When a person 
assumes the responsibility of mak- 
ing decisions, planning, organizing 
and controlling even the smallest 
group of activities he is truly 
“management.” 


Some purchasing men who ac- 


Paul E. Widman is director of purchas- 
ing of Cleveland Clinic Foundation. 
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by PAUL E. WIDMAN 


The area of maneuver and decision 
for the purchasing agent is greater 
than some purchasing men suspect. A 
good purchasing agent will earn the 
right to make “top level” decisions in 
direct proportion to his competence: 
A list of eight major areas in which 
a purchasing agent should function, 
presented along with 22 pertinent 
questions to be used as a guide in 
self-criticism, will be of value to pur- 
chasing agents in evaluating the scope 
and effectiveness of present activities 
and in planning future projects. 


cept the fact that they are indeed 
a part of management will argue 
that there is a distinction in levels 
of management and that they.are 
“middle management” as distinct 
from ‘“‘top management.”’ Actually, 
however, the purchasing function 
transcends and permeates all levels 
of management. The board of di- 


rectors of a hospital and the exec- 


utive committee, if one exists, both 


‘contribute to the purchasing func- 


tion. But normally they do not 
manage the entire purchasing 
function. The area of maneuver 
and decision for the purchasing 
agent is much greater than some 
purchasing men suspect. A good 


purchasing agent will earn the 


right to make “‘top level’’ decisions 
in direct proportion to his compe- 
tence. A good purchasing man, no 
matter what his position in the 
organization hierarchy, will accen- 
tuate the function and not his own 
personal “‘level.’’ 

If we recognize purchasing as 
an important function, why is it 
that there is so-much variation in 
the “level” status of particular 
purchasing agents? In one hospital 
a purchasing agent is offered “top 
level”’ status. In another the pur- 
chasing agent is little more than 
a clerk. There are numerous rea- 


sons for this. Some of the reasons 
may be within the particular in- 
dividuals involved. Some of the 
reasons lie in the difference of 
emphasis given to purchasing as 
a distinct function. In the hospital 
with the clerk as purchasing agent 
one may find that the administra- 
tor of the hospital is actually per- 
forming most of the purchasing 
functions. The function is recog- 
nized as important, but not neces- 
sarily identified with the particu- 
lar purchasing agent. 


EIGHT PURCHASING FUNCTIONS 


To operate effectively, the pur- 
chasing function should cover 
eight areas. In smaller hospitals 
some of these may wisely be com- 
bined or handled on a part-time 
basis. But the function should still 
exist in any case. Here they are: © 

1. Requirements and _ specifica- 


' tions writing. Someone must be 


made responsible; it should not be 
done haphazardly. 

2. Buying. This is the actual 
placing of orders; many people 


- mistakenly think of it as all pur- 


chasing amounts to. 

3. Follow-up and expediting of 
orders. This can be done by the 
buyer in a small hospital, or by 
a separate group of specialists in 
complex situations. 

4. Invoice checking. This can be 
done by a buyer, purchasing agent, 
invoice clerks, or by people in the 
accounting department, depending 
on the needs of the particular hos- 
pital. 

5. Typing, record-keeping, and 
filing. This can involve one clerk 
or a large stenographic section, 
depending on what you need and 
can afford, but the work must be 
kept up to date and orderly. 

6. Receiving, checking, and stor- 
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ing. Care and attention are needed to evaluate the efficiency of the records concerning prices, sources, 


here. “Just pile it over there’ purchasing agent: and consumption of materials, 
systems almost always lead to 1. Does he get fair prices? equipment, and supplies? 

trouble. __. 2. Does he have the respect of 9. Does he participate actively 
7, Purchasing research. Be con- his suppliers? in professional associations? 
stantly on the lookout for new - 3. Does he shop around enough? 10. Does he keep up with new 
materials, components, or supplies 4. Does he have a good stand- developments by reading trade. 
that will improve your operations ards program? journals and other relevant liter- 
or cut costs. : 5. Does he engage in new prod- ature? 

8. Salvaging. As much material ucts research? 11. Does he periodically review 

as possible should be salvaged. 6. Does he visit his source of past transactions for— 

Careful control of this work, from supply? (a) prices? 

collecting to reconditioning and 7. Does he get around to see his (b) volume-price relationship? 
reuse for sale, should be arranged. purchases being used? (c) fulfillment of delivery prom- . 


Purchasing should not be an 8. Does he maintain . adequate ises? 


isolated “back-office” job. It is 
part of general management, af- 
fecting the whole hospital and 
being affected by other internal 
activities. For that reason, a pur- 
chasing agent should be _in close 
touch with other hospital depart- 
ments as well as vendors, and he > 
should keep informed on general 
business and economic trends. 

It is important to come to grips 
with the problem of judging the i 
current health of a hospital’s pur- i ti, 
chasing function. The best way to 
begin improving the situation is 
to find out what is being done and 
what is not. After these factors | . 
have been assembled, it can be » 
judged how well particular func- 
tions are being handled and trou- 
ble spots can be located. Only -at 

-this point can a sensible plan of 
future action be developed. 

One area of administrative re- 
sponsibility is measuring and ap- 
praising the purchasing depart- 
ment’s performance and efficiency. 
There seems to be considerable 
divergence of opinion on how this 
can be done and how conclusive 
the findings would be if such a 
study were undertaken. There is 
no set formula for mathematically 
determining how well a depart- 
ment is functioning. 


So they may see... 


Famous Castle illumination is now combined with the 
most maneuverable major surgical lamps ever built. 


Without use of tracks or counterweights, Castle “60 
Series’ Lights provide new feathertouch mobility... 
permit instant control of light by the surgical team. 

Fine adjustments are made in seconds... light 
beamed instantly where it is needed by those who 
actually see the result in the incision. 

The result is proper and quicker light placement... 
faster, clearer, fatigue-free vision... better surgery. 


EVALUATING THE DEPARTMENT 


No precise yardstick has yet 
been developed for evaluating the 
purchasing department but vari- 
ous ideas have been suggested 
which might be helpful in reach- 
ing a valid decision. 

These are in the form of ques- 
tions, the answers to which afford 
an opportunity of presenting a Write for folder on Castle ‘60 Series’ 
comprehensive and_ illuminating Lights and Color Camera Attachment. 
discussion of the work and accom- 
plishments of the department. The 
following questions are designed 


WILMOT CASTLE COMPANY 
1802C East Henrietta Road « Rochester, N. Y. 
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(d) analysis of emergency re- 
quisitions by using depart- 
ments? 

(e) general reliability of sup- 
pliers? 

12. Does he have an effective 
program for the identification and 
disposal of obsolete items? 

13. Does he have sound inspec- 
tion procedures? 

14. Does he reduce paper work 
by combining requisitions, using 
blanket orders or by other suit- 
able methods? 

15. Is there a clear-cut delega- 
tion of authority and responsibil- 
ity within the department? 

16.-Is the staff well trained? 

17. Is supervision effective? 

18. Is morale good? 

19. Are office methods and pro- 
cedures designed to conserve cler- 
ical effort? 

20. Is discipline good? 

21. Does work flow 
and on schedule? 

22. Are records well kept? 


INTERDEPARTMENT COORDINATION 


In far too many hospitals, the 
relations between purchasing per- 
sonnel and the personnel of other 
departments are not exactly cor- 
dial. There is tacit recognition but 
no really positive cooperation. 
Such a condition is certainly not 
desirable, for it will rob any or- 
ganization of maximum effective- 
ness. 

The purchasing agent must be 
the right-hand man in every de- 
partment, whether it be mainte- 
nance, dietary, housekeeping, or 
nursing. This does not mean that 
he must be present through every 
technical discussion. It does mean 
that he must be aware of the day- 
to-day major problems and pro- 


grams in which he can be helpful. » 


Value buying is the job of every 
purchasing agent, whether in a 
one-man department or in a high- 
ly staffed organization. It is in- 
herent in the purchasing function. 
Management’s demand for value 
is not an unreasonable one. The 
purchasing agent in a small hos- 


pital may feel discouraged in fac- ° 


ing this challenge. He looks at the 
very large hospitals throughout 
the country who have spearheaded 
the movement — where specially 
trained personnel are available to 
devote their whole energies to 
value analysis and cost reduction, 
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where organization channels have 
been set up for promoting the 
program, where small repetitive 
savings have been magnified to 
impressive proportions. Where are 
his opportunities to show com- 
parable results? Where will he 
find the time? Where shall he 
start? How shall he proceed? 

There are four important fac- 
tors working on his side: 

Value buying has become a sci- 
ence. It ‘is past the groping, ex- 
perimental stage. Obviously, there 
is still much to be learned, and 
further progress to be made. The 
big hospitals are doing this for 
him. Meanwhile, effective tech- 
niques have been developed and 
tabulated. This know-how is his 
for the taking. 

Value buying is basically a state 
of mind, an approach to the pur- 
chasing job, a characteristic of 
the individual. Even in hospitals 
where the most extensive facili- 
ties for value analysis exist, the 
success of the project eventually 
depends on the interest and initi- 
ative of the individual buyer. It is 
easier to instill this attitude in a 
small department than in a big 
one. 

Value buying is effected largely 
through the cooperation and deci- 
sions of other departments, after 
prompting by purchasing. The 
purchasing agent in the small hos- 
pital is usually closer to others in 
his hospital organization than in 
the large hospital where every- 


thing has to “go through chan- . 


nels.’’ He is in a better position to 
get hearing and acceptance for his 
suggestions, and to get credit for 
them. 

The important thing is to. get 
started. The best way to develop 
a purchasing-minded management 
is to show that there is a value- 
minded purchasing department. 


WORKING TOWARD SAVINGS 


It is a sad commentary that in 
so many hospitals today, the pos- 
sibility of large savings through 
the establishment of the purchas- 
ing function along sound lines, 
with adequate staff, is completely 
ignored, while pressures to cut 
costs are applied elsewhere at the 
expense of vital services and of 
employee morale. With well de- 
fined principles and methods, the 
fullest benefits of a planned pur- 

\ 


chasing program may be attained. 

Every program must have an 
objective to work toward. In this 
case the target is the sum of ap- 
proximately a billion and a half 
dollars per year that hospitals 
spend for materials of all kinds. 
If by some miracle this could be 
reduced by 10 per cent, the sav- 
ing would represent roughly a 
dollar per day for every inpatient 
cared for in our hospitals. If even- 
ly distributed, it also could wipe 
out the total annual deficits re- 
ported by our hospitals over and 
above all present sources of in- 
come. 

While by no stretch of the 
imagination could such a result be 
expected in all cases, there are 
still many hospitals today where 
such a reduction, or even more, 
might be accomplished by the ap- 
plication of sound principles to 
the handling of their procurement 
problem. 

Really substantial savings for an 
organization are made possible 
through intelligent purchasing 
and not, as_so often has been felt 
by incompetent persons doing 
purchasing, by complaining that 
the price is too high. The qualified 
purchasing department of today 
engages in research to test the 
quality of all purchases. They 
likewise lead in standardization 
of supplies and equipment. Hos- 
pitals waste millions of dollars 
every year buying things that are 
better and more costly than re- 
quired , to do the job adequately. 

On the basis of what has been 
previously said, it becomes ap- 
parent that five things are neces- 
sary to do the best, complete job 
of hospital purchasing: 

1. Formulate objectives. 

2. Establish a selected, sound 
organization for capable adminis- 
tration for commodity analysis; 
for market research; and for the 
efficient acquisition of all mate- 
rials, supplies, services, and sub- 
contract work required. 

3. Provide adequate facilities. 

4. Fix responsibilities and au- 
thorities for each procurement 
function, and outline basic pro- 
cedures for their transmittal and 
accomplishment. 

5. Strive constantly for im- 
provement of qualities and values, 
simplification of methods, and re- 
duction of costs. . 
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New convertible ambulance 
(7B-1) 


Manufacturer's description: This special 
station wagon easily converts to 
an ambulance in five minutes. Spe- 


cial equipment on ‘Fhe Profession- 
al” includes removable plastic 
window inserts with ambulance 
insignia, beacon, siren, litters and 
airplane-type draw curtains. One 
of the many features of this vehicle 
are the special tires which can be 
driven as much as 100 miles after 
a puncture without the necessity 
of changing tires. Chrysler Corpo- 
ration, Dept. H, 12200 E. Jefferson, 
Detroit, Mich. 


Plastic-packaged detergent (7B-2) 
Manufacturer's description: This new 
high-concentrated cleaning deter- 
gent is packaged in a “‘portion-con- 
trol” plastic pouch. Each pouch 
contains the precise amount of 
cleaner needed for a given amount 
of water. This packaging style 
eliminates waste by the employee, 
reduces storage space needed, and 
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Saves in shipping costs. The plastic 
pouches are packed 12 to a small 
cardboard package. International 
Chemical Co., Dept. H, 3140 S. 
Canal St., Chicago 16. 


Aluminum-and-glass door lock 
(7B-3) 


Manufacturer's description: The develop- 


ment of aluminum-and-glass doors 
with increasingly narrower stiles 
(or frames) has: imposed special 
security demands for which ordi- 
nary locks are inadequate. The 


| 
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An endeavor is made to screen 
carefully the products appear- 
ing in this section. However, the 

statements printed have been 
made by the manufacturer and 
are brought to your attention 
primarily to keep you informed 
of new developments in the field. 
—The Editors. | 


secret of this new lock is a hard- 
ened steel bolt specially poised in 
a hanging-down position. When 
triggered by a simple half-turn of 
the key in the cylinder, the bolt 
pivots up into lock position. Unique 
construction makes it impossible to 
force or spring the lock without 
destroying the door itself. Kaw- 
neer Co., Dept. H, Niles, Mich. 


Wrought steel hinge (7B-4) 

Manufacturer's description: New hinge 
has been designed for hanging 
exterior doors of wood or metal 
where a door holder or door closer 
—ain conjunction with other con- 
ditions — causes severe strain on 
hinges, particularly the top one. 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 18 E. Division St., Chicago 10, Ill. 


PRODUCT NEWS 


Patient lift (7B-8) 
_______ Storage cabinet (7B-9) 


_____New convertible ambulance (7B-1) 
detergent (7B-2) 
door lock (7B-3) seating furniture (7B-10) 
_______Wrought steel hinge (7B-4) ________Air freshener (7B-11) 

filtering machine (7B-5) Disposable measuring tapes (7B-12) 
_______Hand bellows resuscitator (7B-6) ___.___New laundry unit (7B-13) 
________Paper towel (7B-7) 


PRODUCT LITERATURE 


_______Casters and floor protection ___.Drapery tnd upholstery 
fabrics (7BL-5) 


equipment (7BL-1) 
Hospital casework (7BL-2) (7BL-6) 
turkeys (7BL-3) furniture and 


___Printed form (7BL-4) equipment (7BL-7) 


NAME and TITLE nies 


HOSPITAL. 


ADDRESS 


(Please type or print in pencil) 


77 


3 
i 
H 
Re 
Fy 
7 
. — y 3 
> 


... the Flo-master Felt Tip Pen 


Hospital nurses and personnel claim the 
Flo-master Pen ideal because these pens write 
on almost any type of hospital-used material. 


Clip a Flo-master to your uniform, 
and you're ready to mark charts, bot- 
tles, rubber goods, lab equipment, 
linens, uniforms, packages... plus 
other materials and surfaces that are 
difficult (or impossible) to write on 
by ordinary means. 


Paper Wood Rubber 
| . Porcelain Metals Cloth 
4 i Glass Plastics 
AN 


Flo-master comes equipped with four 
felt tips to meet every hospital mark- 
ing need. Instant drying Flo-master 
Inks are furnished in eight brilliant 
colors, including black. For pre-oper- 
ative skin marking, use the special 
self sterilizing non-toxic, non-fading, 
non-pathogenic ink that’s soluble 
only in ether, benzine or Flo-master 
Cleanser. Soap, water, Metaphen, 
Zephirin or pHiso Hex have no effect 
on it. 

Write today for detailed information 
and the name of your nearest Flo- 
master dealer. Cushman & Denison 
Mfg. Co., Dept. H, 625 Eighth Ave., 
New York 18, N. Y. 


«iti SET #+H-42A 
e 1 Flo-master Feit Tip Pen 
e 4072. Flo-master ink 

e 2 oz. Fio-master Cleanser 
e 5 assorted felt tips 
~ 


1 fine mark adapter 
$4.50 . 


Flo-master 


The new hinge is made in 5 by 
4% in. size and is adaptable to all 
doors 1% in. to 2% in. thick. It is 
equipped with four bearings and 


‘is available highly polished and 
triple-plated to resist rust or bond- 


erized and prime coated to receive 
paint. McKinney Mfg. Co., Dept. 
H, 1715 Liverpool St., Pittsburgh 
33. 


Fat filtering machine (7B-5) 
Manufacturer's description: Fat filtering 
machine operates without any fil- 


tering aids. The cooking fat is fil- 
tered through a microscopically 
fine filter cartridge which removes 
all sludge and other. impurities in 
the fat. The cartridge is easily 
replaceable and it has a special 
handle so that the task of remov- 
ing the filter is no longer an un- 
pleasant job. The portable unit, 


self-contained and electrically 


operated, was designed to be used 
by unskilled help. It will work 
with any deep-fat fryer now on 
the market. S. Blickman, Inc., Dept. 
H, Weehawken, N. J. | 


Hand bellows resuscitator (7B-6) 
Manufacturer's description: A built-in 
safety valve that limits pressure 
exerted to 25 cm. H.O is an im- 
portant feature of this unit. Its 


lightweight portability makes it 
especially useful for first aid, emer- 
gencies, and for disaster units. The 
hand bellows can be used in one 
of three ways: (1) the mask can 
be attached directly to the bellows; 
when desirable, (2) the bellows 
can be attached to the operator’s 
leg or waist and operated with one 
hand; and the use of a 42-in. hose 
can be used between bellows and 
mask permits a third method of 
operation. J. J. Monaghan Ceo., 


A 


Dept. H, 595 Alcott St., Denver, 
Colo. 


Paper towel (7B-7) 

Manufacturer's description: One of the 
features of this new C-fold paper 
towel is its embossed surface. A 
new process produces the stippled 
surface and is the secret of the 
towel’s high absorbency. The wet 
strength of the towels enables them 
to be subjected to wiping or rub- 
bing without tearing or shredding. 
The towels are packaged 150 towels 
to a board sleeve. The towels fit 
C-fold cabinets already in use. 


Scott Paper Co., Dept. H, Chester, 
Pa. 


Patient lift (7B-8) | 
Manufacturer's description: This new 
piece of equipment is constructed 


of light gauge tubular steel, and, - 
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when folded, can readily be car- 
ried in one hand, and stored, if 
necessary, under the bed. When in 
position for use, it is unusually 
rigid. The lifting motion is obtained 
by a simple (enclosed) screw and 
nut, after the manner of a car 
jack.. Wicksteeds, Meridian Works, 
Dept. H, Barkway Road, — 
Herts., England. 


Storage cabinet (7B-9) 

Manufacturer's description: This compact 
112-drawer cabinet holds hundreds 
of small parts used in maintenance 
departments, repair shops, labora- 
tories, stock rooms, etc. Clear plas- 


tic drawers make visual selection 
possible. Drawers divide into two 
‘or three separate compartments— 
lengthwise or crosswise. Pressure 
sensitive index labels are supplied. 
for each drawer front. Units may 
be stacked one above another, used 
side by side, or back to back. Akro- 
Mils, Inc., Dept. H, P.O. Box 989, 
Akron 9, Ohio. 


Lounge seating furniture (7B-10) 
Manufacturer’s description: These new 
units can be flexibly positioned as 
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Pre- 
Operative 
Care 


automatic door controls 


When doors to operating, anesthetic and 
sterilizing rooms open and close automatically, 
doctors and nurses pass through without 

danger of contamination. No hands need touch 
doors operated by Stanley Magic Door Controls! 
Stanley’s “tiptoe-operated” Explosion-Proof 
Wall Switch (or floor button) is ideal for 
performing this service. 


Post-operative care also gets an assist from other 
Magic Door Controls that automatically open 
and close doors for personnel carrying 
infants or moving patients on stretchers, 

and for recuperating patients moving 

about in wheel chairs. 


Write for free literature to Magic Door Sales, 
Stanley Hardware, Division of The Stanley Works, 
Dept. D, 1065 Lake St., New Britain, Conn. 


AMERICA BUILDS BETTER AND LIVES BETTER WITH STANLEY 


STANLEY 


This famous trademark distinguishes over 20,000 quality products of The Stanley Works—hand and electric 
tools « crapery, industrial and builders hardware + door controls + aluminum windows + metal parts + coatings « 
steel and steel strapping—made in 24 Stanley plants in the United States, Canada, England and Germany 
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ways better at 
watching over you 


Picker Gardray 
Radiation Badges 


1 wide intensity range 


Records exposures low as 50 mr, high as 
,000 mr. 


2 wide energy range 


Gamma, beta, x-rays (soft and hard) nevu- 
trons, single or mixed exposures.. 


3 “control” safeguard 


Separate control badge guards against 
accidental fogging. 


4 double-sure identification 


1 code printed on wrapper 
2 x-rayed on film 


5 no loading or unloading 

Wear badge as received, return it intact. 
6 prompt reporting 

Dependable, easy-to-read, too. 

7 compact, lightweight 

See size above: less than 1 oz. 


§ attractive, unobtrusive 


Clips on firmly, won't catch clothing. 


9 durable 


Secure snap-locks, won't come undone, 
won't break. 


To subscribe, call any Picker X-Ray 
local office (see your ‘phone book) or 
write to Picker X-Ray Corporation, 
25 $o.Broadway, White Plains, N.Y. 
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single, two or three seaters with 


or without arms. Attachable tables . 


are optional, along with practical 
corner radius units. A wide selec- 
tion of decorative metallic leg ma- 
terials fashioned in brass, copper 
and chrome are available. B. L. 
Marble Chair Co., Dept. H, Bed- 


ford, Ohio. 


Air freshener (7B-11) 
Manufacturer's description: This air fresh- 


ener eliminates objectionable odors . 


and reduces airborne bacteria. The 
very fine: particle spray which is 
released ensures that the glycols 
will stay in the air and be effective 
for a reasonably long period. The 
initial fragrance disappears within 
five minutes, therefore does not 
affect allergies which the patient 
may have. Woodlets, Inc., Dept. H, 
2048 Niagara St., Buffalo 7, N. Y. 


Disposable measuring tapes 
(7B-12) | 
Manufacturer's description: These tapes 
are intended to replace any com- 


' mon measuring device used in a 


delivery room or nursery. The 
tapes can be autoclaved to insure 
sterility. Some hospitals use the 
tapes to measure specimens, tube 
insertions, fracture factors, etc. 
The tape measures 24 in. on one 


2 
° 


ch 


side and 61 cm. on the other side. 
Marcliff Company, Dept. H, 323 
California St., Newton 58, Mass. 


New laundry unit (7B-13) 

Manufacturer's description: In designing 
this unit, the engineers kept the 
housing pivot point low and for- 
ward, making it possible for the 
basket to tilt back 23 degrees for 
loading by means of overhead con- 
veyors, chutes, or loaders. This 
exclusive pivot point location also 
makes it possible for the tumbler 
to discharge its entire contents in 
8 seconds, and keeps the over-all 
height of the unit below that of 


8-foot doorways. The tumbler au- 


tomatically dries or conditions all 


types of goods at any desired de- | 
gree to 350°F., and can be set to 
operate for any length of time. 
This tumbler will condition 2,400 
lbs. (dry weight) hourly, or com- 
pletely dry 800 lbs. hourly. T. L. 
Smith Co., Laundry Division, Dept. 
H, Milwaukee 1, Wis. 


(SEE COUPON, PAGE 77) 


Casters and floor protection equipment 
(7BL-1)—tThe first section of this 
6-page catalogue describes stem 
casters for beds, chairs, television 
sets, and other furniture. A second 


section covers light-, medium-, and 
heavy-duty plate casters. Rubber- 
cushion glides and floor protection 
equipment for desks, chairs, sofas, 
and other furniture are described 
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in the third section of the cata- 
logue. The Bassick Co., Dept. H, 
Bridgeport 2, Conn. 


Hospital casework (7BL-2) — This 
06-page catalogue gives complete 
dimensional drawings of all items. 
in a line of casework. In addition 
to the dimensional drawings, the 
catalogue gives complete specifica- 
tions, suggested methods of as- 
sembling casework units and is 
profusely illustrated with installa- 
tion pictures coordinated with the 
architectural elevations. Maysteel 
Products, Inc., Dept. H, 740 N. 
Plankinton Ave., Milwaukee, Wis. 


between 

“just white~ 
and 

“gust Right!” 


Pre-cut turkeys (7BL-3)—A 6-page 
booklet giving cooking methods, 
cutting procedures, and 30 sug- bs 4 
gested dishes involving the use of 
pre-cut turkey. National Turkey 


Federation, Dept. H, Mt. Morris, Ill. 


Printed forms (7BL-4)—This 24- | S The o Patients in over 4,000 hospitals give 
page catalogue illustrates and de- = original grateful thanks for DERMASSAGE— 
scribes the variety of office. forms g because there is a BIG difference be- 


tween DERMASSAGE and similar- 
appearing lotion-type body rubs. 

For over 21 years, this non-alcoholic 
hypo-allergenic emollient cream has 
aided measurably in the prevention of 
bed sores and skin chafe of patients 
confined to bed or wheel chair. For- 
mulated like a fine pharmaceutical, 
DERMASSAGE confers certain spe- 
cial benefits not inherent in all massage 
adjuncts, for instance: 


available from this company and S hospital Z 
describes the efficiency to be gained 4 | gz 
from the carbon interleaved snap- {i ¢ 
apart design of the forms. Academy a 
Ideas, Inc., Dept. H, 2046 Eastches- Z 
ter Rd., New York 61, N. Y. | : 


‘Medicated skin lotion 
“adjunct to massage’ Z 
- emollient - 


Drapery and upholstery fabrics (7BL- 
5)—This brochure describes the 
characteristics of the drapery and 
upholstery fabrics manufactured 
by this company. Shown are 45 
print designs and included is a 
color chart which shows the 24 
colors used in printing these de- 


Lubricates the Skin, reduces dry- 
ness, skin cracks, irritations and 


hypersensitivity: 


Facilitates Massage, avoids rapid 


signs. Edwin Raphael 'Co., Dept. H, evaporation, loss of skin moisture. 
YOUR HOSPITAL NAME Reduces Bacteria, minimizes a 
Parenterals (7BL-6) — This illus- | - AND PICTURE IMPRINTED of initial infection. 
trated booklet describes the story ON EACH BOTTLE... Deodorizes and Retreshes, in- 
of parenterals and the company’s stantly relieves hot, burning skin— 
contributions to the field. Public 
Relations Dept., Dept. H, Baxter | ...an impressive relief, preserves acid m ' 
Laboratories, Inc., Morton Grove, good-will agent 
Ill : lanolin and olive oil in a homogeneous 
: BAS. used by thousands emollient lotion. 
Hospital furniture and equipment of hospitals. DERMASSAGE PLUS SILICONE 
| Snace for patient's —provides added protection against in- 
hew guide cor select- continence, drainage, perspiration, 
ing hospital furniture and equip- name and room soaps, drugs, abrasion, etc. Binds ther- 


ment is now ready for distribution. number on bottle. apeutic values of Dermassage to skjn. 


This descriptive catalogue includes 
color and grain swatch charts and 
shows groupings of dormitory and Ask your surgical salesman, or write 


staff furniture for students and 
; S. M. EDISON CHEMICAL CO. 
‘ t 
staff members and & geriatrics 2710 S. Parkway, Chicago 16, Ill. 


edison’s 
room group. Hard Manufacturing 


® 
Co, 127 Tonawanda St., 


Buffalo 7, N. Y. dermassage /derma-surgical /dermacleanser / edisonite 
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In feeding the aged at Drexel Home— 


dietary service 


caters to individual 


food tastes 


by ANN E. FOLDI 


W ORK IN an institution pre- 
sents a special challenge to 
the dietitian. Whether the institu- 
tion serves the needs of younger 
or older people, healthy or ill, the 
problems presented and the ap- 
proach used are undoubtedly dif- 
ferent from that in a short-term 
general hospital. Long-term in- 
stitutionalization inevitably creates 
a monotony which is hard to bear 
and often leads to impatient atti- 
tudes and petty jealousies. 
Drexel Home, Inc., a home for 
older people in Chicago, is one of 
the most progressive institutions 
of its kind in the country. It is 
based on the principle that the 
dignity of the individual is the 
most valuable personal possession. 
This is reinforced by the demo- 
cratic thinking that all individuals 
should have as much freedom as 
they wish to come and go, to visit 
friends and relatives, and to par- 
ticipate in activities on a volun- 
tary basis. They are helped to re- 
tain their maximum functioning. 
There are, however, certain regu- 
lations which are unavoidable. For 
Ann E, Foldi is chief dietitian at Drexel 
Home, Inc., Chicago. This article is adapt- 
ed from the author's address at fifth an- 
nual conference of the Institute of Geron- 


tology, State University of Iowa, Iowa 
City, “October 19 
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Food service in a home for older 


people presents the dietitian with es- 
sentially the same problems that she 
would encounter in a long-term hos- 
pital. The residents’ attitudes, eating 
habits and emotional problems must 
be understood and met if they are to 
eat and enjoy their food. 


instance, there are definitely set 
meal hours. Breakfast is served at 
7:30 a.m. and there is no special 
provision for late-comers. There is 
a certain flexibility for occasional 
tardiness, but should a resident 
come late to the meals very often, 
he may not receive his meal. 

The resident may be resentful 
because of the necessity of awak- 
ening him at a specified hour and 
may express that resentment in 
terms of his attitude toward food. 
Although breakfast may be served 
in pleasant surroundings, with eye 
appeal, by well trained waitresses, 
and with everything the best food 
service can produce, still, there 
are persons who find fault with 
it. They may complain that the 
coffee is not hot enough; the egg 
is a trifle too hard or too soft; and 
the toast may not be exactly the 
color which appeals to them on 
that particular morning. 


Impatience is often expressed 
when something is not there which 
they expected, or they may be 


upset when a request is not im- 


mediately honored. I am certain 
that we have all experienced this 
type of reaction. The best food 
may not taste right, if we are not 
in the mood for it or if we have 
problems which disturb us. 
Residents of Drexel Home come 
from different backgrounds and 
from many parts of the world. 
Their average age is 80 years. 
Their food patterns and _ eating 
habits have been well-established. 


It is a meal-to-meal artistry to 
make them happy and satisfied. 


The dietitian, therefore, in this 
type of institution has to create 
a top quality food service before 
her actual work begins. By the 
highest standards, the menus have 
to be well balanced, varied and 
furnished with all of the food 
nutrients recommended by the 
Food and Nutrition Board of the 
National Research Council. 

should be well-prepared 
and seasoned according to the taste 
of the majority of the residents. 
We know that this, in itself, is not 
an easy task. Moreover, Drexel 


Home is set up on a fairly strict - 


budget since it is supported by 
public and private funds as well 
as by philanthropic organizations. 
These difficulties have to be over- 
come before the dietition can de- 
vote her time to helping residents 
accept food and enjoy it. 


PSYCHOLOGICAL ASPECTS 


People are people no matter 
what their age may be. Older men 
and women can, and do, learn to 
accept new dishes that are served 
to them. It may take them a little 
longer, but with understanding 
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and the correct approach they will 
“come aboard.” Most of our resi- 
dents have good appetites. Accord- 
ing to our psychiatrist, residents 
who are insecure are often diffi- 
cult to satisfy and many times feel 
that they do not get enough to eat. 
Some overeat and others do not 
eat enough. The latter group re- 
quires more attention and when 
given that attention, they will eat 
better. 

As dietitian, I must know not 
only the food habits of each resi- 
dent, but I must understand his 
general behavior. By appreciating 
the importance of food to the in- 
dividual, I will be in a better posi- 


tion to help him in, his general. 


adjustment ‘to daily living in our 
Home. It is not the objective of 
the dietary department to drasti- 
cally change the food habits of our 
residents. It would disrupt their 
way of life. We must work with 
the residents on an_ individual 
basis to help them toward a better 
adjustment. 

There are 230 residents in Drexel 
Home. Approximately 150 resi- 
dents are served in the main din- 
ing room; 50 in the dining rooms 
of the infirmary unit; and 25 to 30 
receive tray service in their rooms. 
The dining rooms are bright and 
cheerful with each table seating 
four persons. All ambulant resi- 
dents who are well and able to 
come to the main dining room do 


so. There are a few who come to 


the dining room with walkers and 
wheel chairs. 

Food is served from electrically- 
heated food carts directly in front 
of each table. This gives the resi- 
dent the opportunity to indicate 
the quantity of food desired and 
to receive substitutes which are 
provided. 


SELECTIVE MENU NOT FEASIBLE . 


We do not have a selective menu, 
although it was tested for a short 
period of time. Although menus 
were planned and selections were 
offered to the residents, ‘“‘the neigh- 
bor’s food always looked much 
better,’ when the food was served. 
Here, too, the element of jealousy 
entered and it appeared to many 
of the residents that others were 
getting better food or better serv- 
ice. This played into the personal- 
ity problems and permitted resi- 
dents to express their antagonism 
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box in the main office. 


BEEF CHICKEN 
Boiled Brisket Roast 
Corn Beef Brisket Boiled 
Roast Sirloin Butt Stewed 
Hungarian Goulash a la king 
Stew with Fricassee 

Vegetables Salad 
Hamburgers Chow-Mein 
Meat Loaf 
Meat Balls VEAL 
Chop Suey Roast Leg 


Tongue, Fresh 
Tongue, Pickled 
Liver, Broiled 


Haddock, Baked 

Halibut, Baked 

Trout, Baked 

Trout, Sweet-Sour 
Whitefish, Baked 
Whitefish Sweet-Sour 
Perch Fillet, Broiled 

Perch Fillet, Breaded, Fried 
Sole Fillet, Broiled 

Sole Fillet, Breaded, Fried 
Smoked Chubs 

Herring and Sour Cream 


Food Questionnaire, Drexel Home, Inc., Chicago 


Here is the list of all the foods* that we serve at Drexel Home 
and new dishes which we are introducing. | will appreciate very 
much if you will please draw a line through each food item 
THAT YOU WILL NOT EAT UNDER ANY CIRCUMSTANCES. 


Write the word ‘Yes’ after the foods you enjoy eating. 


When you have completed this questionnaire, place it in the 


Broiled: Cutlets 
Breaded Cutlets 
Hungarian Goulash 


Liver, Chopped Stew with 
Short Ribs, Vegetables 
Braised 


FISH 
Lox 


SUPPER DISHES 
Apple Fritters 
Potato Pancakes 
Wheat Cakes 
Spaghetti and 

Meat Sauce 
Noodle Casseroles 
Macaroni and Cheese 
French Toast 
Chicken-Salad 

Sandwiches 
** Macaroni Creole 


LAMB 
Roast Leg 
Chops 
Stew 
**Wafered Cutlets 


Gefillte Fish 

Tunafish Canned 

Tunafish Salad 

Tunafish Creamed 

Salmon Canned, Plain, Red 
Salmon Canned, Plain, Pink 
Salmon Loaf 

Salmon Patties 

Salmon Salad 

Sardines in Oil 

Sardines in Tomato Sauce 


* Other categories of food included in this questionnaire but not presented above are as 
follows: turkey, frankfurters, cold cuts, egg dishes, cheese dishes, potatoes and substitutes, 


soups, salads, vegetables, and desserts. 
** New dishes introduced. 


in terms of food service. It seemed 
expedient to discontinue the selec- 
tive menu. 

It is customary in our Home to 
draw up a questionnaire listing all 
dishes served during the year as 
well as introducing new ones. The 
residents list their preferences. The 
questionnaires are used as a guide 
to evaluate the likes and dislikes 
of our residents and to help us to 
omit foods which the residents do 


-not like. (See chart above). 


At one time we discontinued the 
use of spaghetti in our menus at 
their request. After two years we 


served it again and they enjoyed it. 

Menus at Drexel Home are 
planned to assure variety. and to 
meet nutritional requirements. The 
requirements are basically the 
same for older people as for nor- 
mal adults.! The following minor 
variations have to be observed: 

1. Energy requirements are low- 
er because of lower basal metab- 
olism and decreased physical ac- 
tivities. 

2. Fat intake is reduced to avoid 
obesity. 

3. There is moderate sodium re- 
striction, particularly for persons 
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with hypertension and cardiac 
failure. 

4. Protein requirements are ap- 
proximately the same as those for 
normal adults; 1 gr. per kg. of 
body weight.? 

In our experience in serving 
older people. we have learned 
that it is better for them to have 
their main meal at noon. At that 
meal meat- or poultry is served. 
At supper the main course is also 
a protein dish. Eggs, cheese or fish 
are prepared in varied forms and 
occasionally meat is served again. 
Everyone is encouraged to drink 
two glasses of milk daily. This is 
in addition to coffee or tea and the 
milk used for breakfast cereals 
and in cooking. 


FOOD’S CONSISTENCY IMPORTANT 


One of the most important con- 
siderations in the preparation of 
food for older persons is its 
consistency. Special care and em- 
phasis must be placed on the ten- 
derness of the meat because of 
difficulty in chewing. Many of our 
residents consider meat tender 
when it is somewhat overdone. 

We serve every available kind 
of cooked vegetable. Salads are 
well accepted when they are 
shredded and ground fine. We use 
all the fresh fruits in season. 

Strained and pureed foods are 
used only on very few occasions. 
At the present time we have only 
two residents eating pureed foods; 
both are suffering from paralysis 
following cerebral vascular acci- 
. dents. From time to time some of 
the residents request pureed foods. 
However, through the -cooperation 
of the total staff team, we are able 
to overcome this problem by help- 
ing the individual to accept regu- 
lar foods. 

Approximately 50 residents in 
Drexel Home are on modified diets. 
An average.of 15 per cent of our 
residents are diabetics. With one 
or two exceptions, these are mild 
cases. 

Our modified diets are simplified 
and are not strict. Our medical di- 
rector concurs in our thinking that 
we do not try to enforce the modi- 
fied diets too rigidly. I have found 
that by making allotments in this 
area, we are able to keep the resi- 
dent fairly content, and the proba- 
bility of gross violation is lessened. 

The residents on modified diets 
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are not seated separately. This 
procedure has given them a feel- 
ing of “belonging.” This practice, 
however, creates problems similar 
to those with the selective menu— 
jealousy, requests for change of 
diet, accusation of discrimination 
of treatment, etc. 


THERAPY OUTLINED 


Drexel Home’s dietary service is 
coordinated with all other profes- 
sional staff services, including psy- 
chiatry, psychology, social service, 
group work, occupational and 
physical therapy and medical serv- 
ice. At our staff conferences we 
evaluate the total needs of our 
residents and outline a program 
of therapy. Emotional and psy- 
chological problems are evaluated. 
We agree on an approach _ to 
“reach” the resident in the best 
possible way. 
discussed at these conferences in 
great detail in an attempt to make 
them as comfortable and happy as 
possible at Drexel Home. | 

I maintain a steady contact with 
the residents. By knowing the resi- 
dents intimately, I am able to give 
them individual attention and pro- 
vide, within reason, for their in- 
dividual requests. This is obtained 
by little attentive gestures, by tak- 
ing time to listen to their com- 
plaints, by showing genuine in- 
terest 
idiosyncrasies, and by accepting 
their suggestions with understand- 
ing. I am thus able to win their 


New residents are 


in their food needs and — 


good will and, as a result, their 


cooperation. 


Long-term care in an institu- 
tional setting requires a dynamic . 
program. It requires an under- 
standing of the person’s problems 
and needs, and flexibility on our 
part. Long-term care’ in a home 
means a permanent arrangement. 
Many of the life-long problems of 
the resident are pinpointed and 
must be dealt with. These prob- 
lems are also expressed in one’s 
eating habits. 

Although all institutions do not 
have the complex services offered 
at Drexel Home, it does not mean 
that an institution cannot provéde 
a good dietary program. Food is 
important to all of us and in many 
instances it.is the most important 
part of living. It, therefore, be- 
hooves all who work in institutions 
to make every effort to provide 


wholesome, appetizing meals. 


Food service in a home for older 
people presents essentially the 
same problems which one finds in 
any institutional setup of long- 
term care—with minor differences. 
The attitudes, habits and emotional 
problems of people play a great 
part in making them happy and 
satisfied with their food. By the 
same token, food can make them 
happier and more satisfied in their 
daily living. bd 
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NOTES AND 


COMMENT 


Orange baskets nutritious, 
add holiday touch to trays 


For special holidays each year, 
citrus fruits give an air of festivity 
to holiday tables and trays; at the 
same time providing an important 
component (Vitamin C) for an 
adequate diet. Cranberry-orange 
cups are often used for Christmas 
and Thanksgiving and — 
lanterns for Halloween. 

With Easter approaching, the 
consumer service division of Sun- 
kist Growers, Los Angeles, sug- 
gests the use of orange baskets 
filled with fresh fruits for a festive 
salad or dessert for your patients’ 


Easter trays. To form the handle 
of the basket, make two cuts, one- 
half inch apart, through to center 
of orange at stem end. Cut in from 
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hot and cold liquids 
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LIST PRICE TO HOSPITALS 


INDIVIDUALLY WRAPPED 
10 M (1 case) 5.40 per M 
4 cases orover 4.75 ” 


BENDS TO ANY ANGLE 


safe UNWRAPPED 
10 M (1 case) 4.50 per M 


sanitary 4 cases or over 3.95 


disposable Unwrapped Flex-Straws now packed 
eter an convenient disposable dispenser 


FLEX-STRAW: boxes, as illustrated. 
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sides; scoop out pulp and notch. 
Fill cups with apple, pineapple, and 
pear wedges; banana slices, and 
grapefruit and orange sections. §& 


Dietary survey helps build 
good community relations 


A public relations device at 
St. Mary’s Hospital, Pueblo, Colo., 
has helped to elevate the quality of 
patient care, according to Mrs. 
..Dorothy Miller, the hospital’s die- 
titian. 

In the fall issue of the Colorado 
Dietetic Association bulletin, Mrs. 
Miller reports that, by inviting pa- 
tients to plan menus and indicate 
their food preferences, she can be 


better assured of what foods pa- 
tients like and, therefore, will eat. 
Moreover, the patients have a 
warmer feeling toward the hospi- 
tal, she reports, for they feel it is 
sincerely interested in their food 
likes and dislikes. 

Since nursing aides are responsi- 
ble for delivering and collecting 
the 542” x 8%” questionnaires, the 
nursing and dietary personnel have 
an opportunity to become better 
acquainted. This in turn gives 
them a better insight and under- 
standing of each other’s depart- 
ments. 

On the form the patients are 
asked to fill in their food prefer- 


Summer Cycle Menu 
for the Midwest 


ences and plan a breakfast, din- 
ner and supper menu. The follow- 
ing information, collected on these 
forms, has proved to be particu- 
larly helpful in writing the hospi- 
tal’s selective menus: 

1. Peppermint flavors were not 
popular because most pills and 
medications are of that flavor. 

2. Mixtures of foods, such as to- 
mato aspic or certain creamed veg- 
etables, were unpopular. 

3. Hot soups were better received 
than iced juices, even when the 
temperatures were over 90°. 

4. Hot cereals were more popu- 
lar than cold cereals even during 
the hot months. . 


§ ee 21-DAY selective summer 
cycle menu and market orders 
for perishables on pages 79-81 are 
designed for hospitals in the Mid- 
west. These menus, which are to 
be used during June, July and Au- 
gust, feature foods popular in the 
Midwest. 

The menus in this issue are the 
first in a four-part series of sum- 
mer cycle menus published in this 
Journal. Summer cycle menus for 
the South-Southwest will be in- 
cluded in the April 16 issue of 
HOSPITALS, JOURNAL OF THE AMER- 
ICAN HOSPITAL ASSOCIATION. The 
summer menus for hospitals in the 
East and North-Northwest will be 
published in the May 1 and 16 is- 
sues, respectively. 

In planning the menus, careful 


consideration has been given to- 


keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. Moreover, a mod- 
erate to low cost food budget was 
used. 

This cycle menu features a choice 
of entree, vegetable, salad and des- 
sert on the noon and night menus. 
Two cereals and two fruits are 
offered on the breakfast menu. 

Since one of the choices offered 
is designed for use on modified 
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diets, thesé menus can be used for 
both normal and modified diliets. 
The letter (F) following certain 


items on the menu indicates that. 


this item is to be served on the 
full or normal diets, while those 
labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu item 


During April and May hospitals are 
to use the spring cycle menus, pub- 
lished in the January and February 
1957 issues of this Journal. The Mid- 
west and South-Southwest cycle menus 
were included in the January 1 and 16 
issues, respectively. The February 1 
and 16 issues featured cycle menus 
for the East and North-Northwest, re- 
spectively. 


can be served on both the full and 
soft diets. 

In adapting items marked (S) 
for use on modified diets, it should 
be noted that certain items will 
need sodium or fat restriction dur- 
ing preparation, if they are to be 
served to patients on sodium or fat 
restrictive diets. When fruits are 
included on the dessert menu, the 
dietitian will omit sugar or substi- 
tute the water-packed variety for 
the diabetics. 

The market order for perishables, 
which accompanies each week’s 


menu, lists the meats, seafood, 
poultry, and fresh and frozen fruits 
and vegetables that a 50-bed hos- 
pital will need to produce the 
menu. The amounts are computed 
on the basis of serving 100 patient 
and personnel meals at breakfast, 
125 at noon and 100 at night. By 
using a multiple of 50, larger hos- 
pitals can easily arrive. at their 
market orders. 

The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, evis- 
cerated poultry and other pre-pre- 
pared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that a 
50-bed hospital should have in the 
storeroom at the beginning of each 
21-day cycle. The items included 
are cereals and farinaceous prod- 
ucts, canned fish, canned fruits and 
fruit juices, dried fruits and vege- 
tables, jellies, cake and pudding 
mixes, pickles, canned soups and 
canned vegetables. 

This list of supplies was pub- 
lished on page 73 of the January 
1 issue of this Journal. The stand- 
ard is also available upon request 
from the Association, 18 E. Divi- 
sion. St., Chicago 10. 
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7 Ist WEEK MIDWEST SELECTIVE SUMMER CYCLE MENU—prepared by Esther Ratliff, assistant director, department of dietetics 
: MENUS TO BE USED DURING JUNE, JULY AND AUGUST and nutrition, University of Kansas Medical Center, Kansas City, Kans. 
breakfast noon | night 
Orange Halves or Fruit Punch Cream of Tomato Soup 
| > Chilled Grape Juice | Baked Pork Steak (FS) or Beef Stew Roast Beef and Gravy (FS) or Chicken Salad on Lettuce . 
Oatmeal or Ready-to- Baked Potato (FS) | Potato au Gratin (FS) 
‘is Eat Wheat Flake Buttered Wax Beans (FS) or Butiered Cauliflower Buttered Asparagus (FS) or Hot Pickled Beets 
4 = Cereal Apricot, Cream Cheese and Cherry Salad Relish Plate (Celery Stick, Pickle Stick, Radish Rose and Olives) 
: Scrambled Eggs or Tossed Salad with French Dressing or Peach and Date Salad with Mayonnaise 
: Broiled Canadian Bacon | White Cake (FS) or Strawberries Tapioca Cream Pudding (FS) or Cantaloupe 
. Chilled Tomato Juice Chilled Pineapple Juice Jellied Consomme with Parsley and Lemon Wedge 
: > or Stewed Prunes Cheese Souffle (S) or Cold Sliced Ham on Lettuce with Mustard (F) Broiled Lamb Pattie with Mint Jelly (S) or Smothered Steak (F) 
ie a Farina or Corn Flakes Oven-Browned Potato | Snowflake Potatoes (FS) 
‘i Soft Cooked Egg Buttered Carrot Sticks (FS) or Corn on the Cob | Buttered Broccoli or Buttered Peas (FS) 
' = Broiled Link Sausage Cole Slaw or Grapefruit, Orange and Watercress Satad with French _ Shredded Lettuce with 1000 Island Dressing 
Dressing @ Pear and Cottage Cheese Salad 
Vanilla Ice Cream (FS) or Red Sweet Cherries in Syrup | Blueberry Cobbler or Sliced Banana in Pineapple Juice (S) 
: Chilled Orange Juice or | Vegetable Soup Apricot Nectar 
:| 2 | Honeydew Melon Broiled Beef Pattie with Mushroom Sauce (S) . Baked Veal Cutlet and Cream Gravy (FS) or Barbecued Spareribs 
: m= Rolled Wheat Cereal or or Corned Beef Sandwich on Rye (F) Creamed New Potato (FS) 
: 4} Ready-to-Eat Rice Parsley Buttered Potato (FS) Buttered Spinach (FS) or Buttered Cauliflower 
ois Cereal Buttered Green Beans (FS) or Buttered Summer Squash Tossed Salad with French Dressing or Ambrosia Salad with Mayonnaise 
: » Poached Egg Sliced Tomato and Egg Wedge Salad with Mayonnaise Corn Flake Kisses or Royal Anne Cherries in Syrup (FS) 
1 Crisp Bacon or Pineapple, Banana Salad with French Dressing 
: Spice Cake or Applesauce (FS) 
+ Chilled Tomato Juice or | Chilled Grapefruit Juice with Cherry Split Pea Soup 
; = Stewed Apricots Roast Pork with Gravy (FS) or Veal Salad on Lettuce Baked Ham (F) er Macaroni au Gratin (S) 
: S Whole Wheat Cerealor | Whipped Potato (FS) Candied Sweet Potato (FS) 
a > Shredded Wheat Cereal _—‘ Buttered Sliced Beets (FS) or Buttered Broccoli Buttered Peas (FS) er Stewed Tomatoes 
ee — Scrambled Egg Carrot and Raisin Salad or Combination Fruit Salad with French Dressing | Waldorf Salad or Head Lettuce with Russian Dressing 
Eas Sausage Pattie Baked Custard (FS) or Frozen Fresh Red Raspberries | Angel Food Cake (FS) or Sliced Peaches in Syrup (FS) 
Zz Grapefruit Sections or Chilled Blended Vegetable Juice Cream of Mushroom Soup 
: : Chilled Prune Juice Baked Halibut with Lemon Butter (FS) or Grilled Frankfurter on Bun Salmon Loaf or Pot Beef Roast and Gravy (FS) 
“i! = Oatmeal or Ready-to- Baked Potato (FS) French Fried Potato 
= . 1 Eat Malt Flake Cereal | Buttered Asparagus (FS) or Creamed Cabbage Buttered Wax Beans (FS) or Escalloped Corn 
: = ~ Soft Cooked Egg Cottage Cheese, Pineapple and Green Pepper Ring Salad Chef Salad with French Dressing or Banana, Cherry, Nut Salad 
ss Crisp Bacon or Relish Plate with Tomato Wedge, Carrot Sticks and Celery Curls Rhubarb Crisp or Minted Pears in Syrup (FS) 
z: P 
Oo: Lemon Cake Pudding (FS) or Watermelon 
~ | 
he Orange Halves or Chicken and Rice Soup Chilled Grape Juice 
— > Chilled Pineapple Roast Veal and Gravy (FS) or Country Sausage and Spiced Apple Roast Lamb and Gravy (FS) or Spaghetti and Meat Balls 
re) 3 Juice Escalloped Potato (FS) Baked Potato (FS) 
es = Rolled Wheat Cereal or Fried Eggplant er Buttered Spinach (FS) Buttered Mixed Vegetables or Harvard Beets (FS) 
3 :| = Corn Flakes Tossed Salad with Mayonnaise Sliced Tomato and Cucumber Salad with Mayonnaise 
oa +4 Poached Egg or Grapefruit and Avocado Salad with French Dressing or Cantaloupe and Seedless Grape Salad with French Dressing 
2 : Crisp Bacon - Fudge Square or Peeled Apricots in Syrup (FS) ; _ Apple Betty (FS) er Bing Cherries in Syrup 
Chilled Tomato Juice or | Fruit Cup "Tomato Bouillon | 
: Cantaloupe Baked Chicken, Dressing and Gravy (FS) or Stuffed Pepper Ham Salad Sandwich or Broiled Yearling Liver with Bacon Curls (FS) 
: oy Farina or Puffed Rice Fluffy Potatoes (FS) Hash Browned Potato 
: = Cereal Julienne Green Beans (FS) or Buttered Cauliflower | Buttered Sliced Carrots (FS) or Eggplant Casserole 
: 5 Scrambled Egg Stuffed Spiced Peach Salad or Shredded Lettuce with French Dressing | Sliced Tomato and Asparagus Salad with 1000 Island Dressing 
: = Broiled Canadian Bacon | Butterscotch Sundae (FS) or Green Gage Plums in Syrup | or Orange Wheel and Date Salad with Mayonnaise : 
Sugar Cookies or Applesauce (FS) 
; (F)—Full Diet (S)}—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 
BEEF VEAL Eggplant 6 lbs. 50 
| [wi | Corned Brisket U. S. Good 40 Ibs. 100 | Cutlet U.S. Good, 4 oz. each, Lettuce Head, 48s 3 crates 
Frankfurters All Beef, 8—1 Ib. Sibs. 20 flattened 20 Ibs. 80 | Onions, Dry 50 Ib. bag 1 bag 
Ground U. S. Commercial Shoulder (Boned) Good 5 20 | Qnions, Green Bunch 2 doz. 
‘18 5 Ib. pkg. 25 Ibs. 125 | Leg (BRT) U. S. Good 30 Ibs. 120 | Parsley Bunch 1 doz. 
| Liver, Sliced Yearling] 15 lbs. 75 FISH Potatoes, Sweet Hamper 50 Ibs. 
: 4 Sirloin, Bottom Butt Halibut Steaks, 5 oz. each 40 Ibs. 120 | Potatoes, White Bag No. | 300 Ibs. 
‘lw (B.R.T.) U. S. Commercial 40 lbs. 120 POULTRY Radishes Bunch 1 doz. 
:|2 Sirloin, Bottom Butt Fowl (Eviscerated) 5 Ib. av., Grade A 10 Ibs. 30 | Squash, Summer Bibs. 25 
(B.R.T.) U. S. Choice 40 Ibs. 120 | Fryer (Eviscerated) 2% Ib. av., Grade A 75 lbs. 100 | Tomatoes Repacked (5x6) lugs, 60 Ibs. 
oi | Stew U.S. Good, in. sq. Sibs. 25 FRESH FRUITS Watercress Bunch 1 doz. 
: | 5 | Steak, Cubed 5 oz. each, U. S. Apples Jonathan, 113s 1 box | FROZEN FRUITS 
: a Good, Ix 30 Ibs. 90 | Avocado 5 only 75 | Blueberries Dry, 8 Ib. Can 1 can 
Ss LAMB Bananas Ripe 30 Ibs. 120 | Grapefruit Juice Con., 32 oz. can 6cans 192 
; : Cantaloupe Crate, 45s 2 crates 180 | Orange Juice Con., 32 oz. can 6cans 192 
: @ | Leg (B.8.1.) a U. S. Choice . “ < Grapefruit Seedless, 70s 2 boxes 280 | Red Raspberries 8 Ib. can 1 can 32 
Ground (Shoulder) Choice Rhubarb 1 Ib. pkg. 4 ths. 
: s PORK Melon, Honeydew Crate, 9s lcrate 54 FROZEN VEGETABLES - 
: = | Bacon, Canadian 10 Ibs. 160 | Oranges ; 176s 2 boxes 350 | Asparagus Cuts, 2’ Ib. pkg. 30 Ibs. 180 
; z Bacon (Sliced) 24-26—1 Ib. 24 Ibs. 288 | Strawberries Quarts 12 qts. 96 | Beans, Green Julienne, 2% Ib. pkg. 30 Ibs. 180 
; Ham (Pullman) Ready-to-eat, 10-12 Ib. 50 Ibs. 225 | Watermelon 30-35 Ib. each I} melon 30 | Beans, Wax Cuts, 2%, Ib. pkg. 30 Ibs. 180 
; 3 Pork, Loin (Boneless) 10-12 tb. Grade A 30 tbs. 90 FRESH VEGETABLES Broccoli Stems and buds, 
> | Spareribs Grade A, 3—1 lb. tbs. 20 | Cabbage Bag 50 Ibs. 200 2% Ib. pkg. 5S ibs. 30 
Steaks 4 oz. each, flattened, Carrots Topped, bag 100 Ibs. 350 | Cauliflower 2'4 Ib. pkg. 5S ibs. 30 
io not cubed 30 Ibs. 120 | Celery Pascal, 30s 2 crates 300 | Peas 2' tb. pkg. 30 Ibs. 180 
: Sausage Links 12—1 Ib. 15 Ibs. 60 | Corn on the cob Bag, 50s 1 bag 50 | Spinach Chopped, 22 Ib. pkg. 30 tbs. 180 
; Sausage (Bulk) - Lean 30 Ibs. 120 | Cucumber 5 doz. Vegetables, Mixed 21% Ib. pkg. 2% lbs. 315 | 
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MENUS TO BE USED DURING JUNE, JULY AND AUGUST 


2nd WEEK MIDWEST SELECTIVE SUMMER CYCLE MENU—prepared by Esther Ratliff, assistant director, department of dietetics 
and nutrition, University of Kansas Medical Center, Kansas City, Kans. 


a 
' 
| breakfast noon night 
4 
| Orange Halves or Tomato Rice Soup Chilled Pineapple Juice 
- | Stewed Prunes - Roast Pork and Gravy (FS) or Chicken Croquettes with ~— Baked Cubed Steak with Spanish Sauce (F) ‘ 
— _ Whole Wheat Cereal Oven-Browned Potato (FS) or Steamed Beef and Noodles (S)- : 
oc or Shredded Wheat Buttered Peas (FS) or Buttered Brussel Sprouts Creamed New Potatoes (FS) . 
5 Cereal Cottage Cheese and Chopped Vegetable Salad Buttered Summer Squash or Buttered Wax Beans (FS) : 
= Hard Cooked Egg or Apple Wedges and Grapefruit Section Salad with French Dressing Chef Salad with French Dressing : 
Crisp Bacon Chocolate Pudding and Whipped Cream (FS) or Banana, Toasted Coconut and Cherry Salad with Mayonnaise : 
or Prune Plums in Syrup Date Torte with Whipped Cream or Pear Half in Syrup (FS) . 
; Chilled Grapefruit Juice | Fruit Punch Cream of Pea Soup : 
or Stewed Apricots Ham Loaf and Horseradish Sauce Baked Veal Cutlet (FS) or Salisbury Steak : 
= Oatmeal or Ready-to- or Hot Roast Beef Sandwich (FS) Lyonnaise Potato : 
c Eat Malt Flake Cereal | Whipped Potato (FS) Buttered Green Beans (FS) or Buttered Cauliflower : 
> Poached Egg Buttered Mixed Vegetable or Buttered Asparagus (FS) Pickled Sliced Beet and Celery Curls on Lettuce with Mayonnaise : 
2 Broiled Link Sausage Sliced Tomato and Endive Salad with Mayonnaise or Combination Fruit Salad with French Dressing : 
or Cabbage-Pineapple Slaw Lemon Sherbet (FS) or Red Sweet Cherries in Syrup ; 
Green Apple Pie or Melba Peach (FS) . ‘ 
> Chilled Orange Juice Beef Broth with Croutons Chilled Blended Vegetable Juice ‘ 
& or Honeydew Melon | Roast Lamb and Gravy (S) or Creamed Chipped Beef on Melba Toast (F) Chicken Spaghetti or Individual Baked Meat Loaf and Gravy (FS) 
“ Rolled Wheat Cereal or Parsley Buttered Potato (FS) Candied Sweet Potato : 
4 Ready-to-Eat Wheat Buttered Carrot Coins (FS) or Glazed Onions Buttered Spinach (FS) @r Buttered Baby Lima Beans 
3 Flake Cereal Cottage Cheese and Chive Salad Relish Plate with Celery Curls, Carrot Sticks and Radish Roses 
> Scrambled Egg or Orange, Watercress and Avocado Salad with French Dressing or Pineapple, Cream Cheese and Date Salad 
Crisp Bacon Peeled Apricots in Syrup (FS) or Fudge Cake Butterscotch Pudding (FS) or Watermelon . 
Chilled Tomato Juice Chilled Citrus Fruit Juice Vegetable Soup : 
> or Stewed Prunes Roast Veal and Gravy (S) or Grilled Pork Chop with Applesauce (F) Beef Pie with Biscuit Topping (F) or Cheese Fondue (S) ; 
ma Farina or Puffed Au Gratin Potato (FS) Fluffy Potato (FS) : 
ad Wheat Cereal Hot Spiced Beets (FS) or Buttered Broccoli Fried Eggplant or Buttered Peas (FS) : 
2 Hard Cooked Egg Tossed Salad with French Dressing or Carrot, Apple and Nut Salad Cantaloupe and Bing Cherry Salad with French Dressing : 
= Crisp Bacon Vanilla Ice Cream (FS) or Green Gage Plums in Syrup or Sliced Tomato and Cucumber Salad with Mayonnaise 
Orange Cake (FS) or Royal Anne Cherries Se 
z 
Frozen Grapefruit Sec- | Clam Chowder Chilled Grape Juice : = 
> tions or Cantaloupe Tuna-Potato Chip Casserole (F) or Cold Sliced Roast Beef on Lettuce (S) Broiled Flounder Fillet with Lemon Wedge (FS) er Baked Ham ;@ 
3 Whole Wheat Cereal or Baked Potato (FS) Oven-Browned Potato (FS) ; z 
- Corn Flakes Buttered Wax Beans (FS) er Stewed Tomatoes Buttered Asparagus (S) or Corn on the Cob (F) : 
— Poached Egg Spanish Slaw or Cantaloupe and Seedless Grape Salad with French Dressing | Head Lettuce with 1000 Island Dressing or Waldorf Salad : 4 
Broiled Canadian Bacon | Apple Tapioca with Nutmeg Sauce (FS) or Strawberries Cherry Cobbler or Sliced Peaches (FS) ; © 
< 
Chilled Orange Juice Chilled Pineapple Juice Consomme — me 
> or Stewed Apricots Beef Biscuit Roll and Gravy (F) or Creamed Eggs on Toast (S) Veal Bird (F) or Broiled Chicken Livers on Toast (S) :2 
mK and Raisins O'Brien Potato (FS) Creamed New Potato with Parsley (FS) 1 O 
= Oatmeal or Ready-to- Beets in Orange Sauce (FS) or Seven-Minute Cabbage Buttered Mixed Greens or Buttered Carrot Sticks (FS) _ 
= Eat Rice Cereal Sliced Tomato and Green Pepper Ring Salad with Mayonnaise Chef Salad with French Dressing ; Fe} 
“ Scrambled Egg or Mixed Fruit Salad with Sour Cream Dressing or Pear with Cream Cheese and Cherry Salad eg 
Crisp Bacon White Cake with Caramel Frosting (FS) er Watermelon Hermits (F) or Applesauce (S) - 2 
Chilled Tomato Juice Cream of Asparagus Soup Frozen Fruit Cup = 
or Honeydew Melon | Oven-Fried Chicken and Cream Gravy (FS) Yankee Pot Roast of Beef and Gravy (FS) - 
> Rolled Wheat Cereal or or Cold Sliced Tongue with Mustard or Chop Suey on Fried Noodles : 
= Shredded Wheat Snowflake Potato (FS) Escalloped Potato (FS) 
= | Cereal Buttered Peas (FS) or Buttered Parslied Cauliflower Buttered Mixed Vegetables or Buttered Spinach (FS) : 
m __sHard Cooked Egg Grapefruit, Avocado and Peach Salad with French Dressing Relish Plate with Tomato Wedge, Celery Stick, Carrot Stick and Radish Rose} ! 
| Crisp Bacon or Shredded Lettuce with Mayonnaise or Cabbage, Apple and Raisin Salad 
Fudge Sundae (FS) or Red Sweet Cherries in Syrup Rice Custard Pudding with Orange Sauce (FS) or Seedless Grapes - 
(F)—Full Diet (S}—Soft Diet (FS) —Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
| Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings 
— BEEF POULTRY Parsle 
 Chuck-eye Roll U.S. Good 40 Ibs. 120 | Fowl (Eviscerated) 5 Ib. av., Grade A 10 Ibs. 50 
3 Peppers, Green 1 doz. 
Chipped Beef Thin, sliced 6 lbs. 96 | Livers 1 Ib. pkg. 2 Ibs. 10 | potatoes White Bag No. | 400 Ibs. : 
Q | Ground U. Commercial | Fryers (Eviscerated) 214 tb. av., Grade A 75 tbs. 100 | 
ie 5 Ib. pkg. 45 lbs. 225 : FRESH FRUITS Squash, Patty Pan 8 Ibs. 25 ‘ 
@ | Sirloin Butt, Bottom Apples Jonathan, 113s 2: boxes 
2 epacked (5 x 6) 2 lugs, 60 Ibs. | * 
(B.R.T.) U. S. Good 45 \bs. 135 | Avocado 10 only 150 | Wotercress Bunch 1 doz ° 
| Steak, Cubed U.S. Good, 4 o7. Bananas Ripe 15 Ibs. 
4 each, 1x 20 Ibs. 80 | Cantaloupe Crate, 45s 2 crates 180 
£ Stew U.S. Good, 1 in. cubes 25 Ibs. 125 | Cherries, Bing 15 Ib. box 1 box Apples Sliced, 30 tb. can, 
‘= | Tongue, Beef Grade A Sibs. 15 | Grapefruit Seedless, 70s } box 140 Cher 5-1 sugar 1 can : 
| LAMB Grapes Seediess, 28-301b. box 1 box — 30 Ib. can, 5-1 sugar 1 can 
| Leg (B.8.T.) U.S. Choice 6 lbs. 18 | Lemons Grapefruit Juice Con., 32 oz. can 6cons 192] 
5 Orange Juice Con., 32 oz. can 6caons 192] $ 
= Chops, Loin 4 o7. Grade A 30 120 Melon, Honeydew Crate, 9s 2 cretes 106 Grapefruit Sections 8 Ib. can 1 32 
S | Loin (Boneless) 10-12 Ibs., Grede A 45 Ibs. 135 | Oranges Sones 
S tbs. 29 | strawberries Quarts 12 qts. % FROZEN VEGETABLES 
10 bs, | Watermelon 30-35 Ib. each 1 melon Asparagus Cuts, 2% Ib. pkg. Ibs. 105] 
FRESH VEGETABLES Beans, Green Cuts, 24 Ib. pkg. I5tbs. 90] 
ihe gg | cabbage 50 Ib. bag 100 Ibs. Beans, Lima 2% Ib. pkg. 2% Ibs. 15] 
| Topped, bag 150 Ibs. Beans, Wax Cuts, 24 Ib. pkg. 30tbs. 180] 
VEAL Celery Pascal, 30s 2 crates Broccoli 2% Ib. pkg. 2% Ibs. 
‘ ® | Cutlets U.S. Good, 5 oz. Corn on the Cob Bag, 50s 2 bags 100 | Brussel Sprouts 2'/ Ib. pkg. 2% lbs. 15] 4 
F each, flattened 60 Ibs. 189 | Cucumbers 5 doz. Cauliflower 2'/ tb. pkg. 5ibs. 30]; 
= Chop Suey U. S. Good 5 ibs. 25 | Eggplant 2 Ibs. 16 | Greens, Mixed 2\ Ib. pkg. 2% lbs. 15] 6 
Shoulder (8.8.1.) U.S. Good S ibs. 15 | Lettuce Head, 48s 4 crates Peas Ib. pkg. 45 lbs. 270] 
FISH Onions, Dry 50 Ib. bag 1 bag Spinach 2% Ib. pkg. 30 Ibs. 180] 5 
Flounder Fillets 25 Ibs. 100 | gnions, Green Bunch 4 doz. (Vegetables, Mixed Ib. pkg. S ibs. 30] 
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3rd WEEK MIDWEST SELECTIVE SUMMER CYCLE MENU—prepared by Esther Ratliff, assistant director, department of dietetics 


MENUS TO BE USED DURING JUNE, JULY AND AUGUST 


and nutrition, University of Kansas Medical Center, Kansas City, Kans. 


breakfast noon night 
Frozen Grapefruit Cream of Chicken Soup Chilled Blended Vegetable Juice 
> Sections or Chilled Steamed Beef Brisket with Barbecue Sauce (F) er Egg Cutlet (S) Individual Meat Loaf and Gravy (FS) or Breaded Yearling Liver 
S Apple Juice French Baked Potato (FS) Fluffy Potato (FS) 
2 Farina or Puffed Minted Carrot Sticks (FS) or Buttered Baby Lima Beans Buttered Summer Squash or Buttered Diced Beets (FS) 
2 Wheat Cereal Sliced Pickled Cucumber and Celery Curl Salad — Chef Salad with Russian Dressing 
E Soft Cooked Egg or Pineapple and Date Salad with Sour Cream Dressing or Banana, Cherry and Nut Salad with French Dressing 
Broiled Link Sausage Apricot Pie or Pear Half in Syrup (S) Baked Custard (S) or Fresh Plums 
Chilled Orange Juice Chilled Grape Juice Beef Bouillon 
> or Stewed Prunes Swiss Steak (F) or Sliced Chicken Sandwich (S) Baked Pork Steak (FS) or Spaghetti Creole 
m=, Rolled Wheat Cereal Potato au Gratin Candied Sweet Potato (FS) 
“ or Ready-to-Eat Buttered Broccoli or Buttered Wax Beans (FS) Buttered Peas (FS) or Stewed Tomatoes 
4 Wheat Flake Cereal _ Carrot and Raisin Salad Cinnamon Apple and Cream Cheese Salad 
- Poached Egg | or Sliced Tomato and Green Pepper Ring Salad with French Dressing or Shredded Lettuce with 1000 Island Dressing 
Crisp Bacon | Jelly Roll (FS) or Citrus Fruit Cup Graham Cracker-Pineapple Ice Box Pudding (F) or Melba Peach Half (S) 
> Chilled Tomato Juice Cream of Tomato Soup with Parmesan Cheese Chilled Grape Juice 
i>} or Stewed Apricots Roast Beef and Gravy (FS) or Cheese Frankfurter Wrapped in Bacon Virginia Baked Ham (F) or Ground Beef Steak (S) 
2 and Raisins Parslied Buttered Potato (FS) | Baked Potato (FS) 
Whole Wheat Cereal Buttered Asparagus (FS) or Buttered Whole Kernel Corn Seven-Minute Cabbage or Harvard Beets (FS) 
“= or Corn Flakes Stuffed Prune with Cream Cheese and Nut Salad Tossed Grapefruit Sections and Green Salad with Mayonnaise 
3 Scrambled Egg or Tossed Salad with French Dressing or Waldorf Salad ; 
Broiled Canadian Bacon | Chocolate Ice Cream (FS) or Rhubarb Sauce Sugar Cookies (S) or Watermelon (F) 
Chilled Grapefruit Juice | Cranberry Punch Cream of Pea Soup 
~~ or Cantaloupe Grilled Pork Chop with Pickled Crabapple (F) Roast Veal and Gravy (FS) or Russian Salad 
=] Oatmeal or Ready-to- or Creamed Chicken on Melba Toast (5) Escalloped Potato 
Ss Eat Rice Cereal Snowflake Potato (FS) Buttered Spinach (FS) or Buttered Cauliflower 
Ss Poached Egg Buttered Green Beans (FS) or Buttered Summer Squash Pineapple, Banana and Cherry Salad with Mayonnaise 
= Crisp Bacon Head Lettuce and 1000 Island Dressing or Relish Plate (Carrot Sticks, Radish Roses and Olives) 
or Apricot and Cottage Cheese Salad Lemon Cake Pudding (FS) or Bing Cherries 
Caramel Custard (FS) or Pineapple Chunks 
Orange Halves or Vegetable Soup Chilled Pineapple Juice 
Chilled Tomato Juice | Chilled Salmon on Lettuce with Parsley Sprig and Lemon Wedge (FS) Baked Catfish with Tartar Sauce or Roast Beef and Gravy (FS) 
> | Farina or Shredded or Grilled Pork Steak on Bun Oven-Browned Potato (FS) 
— Wheat Cereal Mashed Sweet Potato (FS) Buttered Carrot Rings with Parsley (FS) or Buttered Mixed Greens 
a Hard Cooked Egg Buttered Peas (FS) or Buttered Broccoli Chef Salad with French Dressing 
— Crisp Bacon Sliced Tomato Salad with Mayonnaise or Minted Pear and Cream Cheese Salad 
. or Ambrosia Salad with French Dressing Blueberry Cobbler (F) or Sliced Peaches in Syrup (S) 
White Cake with Butter Cream Frosting (S) or Fresh Plums 
Frozen Grapefruit Fruit Punch Cream of Celery Soup 
Sections or Stewed Roast Pork with Gravy (FS) or Stuffed Egg on Lettuce Breaded Veal Cutlet (F) 
sz Apricots Baked Potato (FS) or Broiled Lamb Pattie in Bacon Ring with Mint Jelly (S) 
= Rolled Wheat Cereal Buttered Asparagus (FS) or Buttered Sliced Beets : Creamed New Potato (FS) 
= or Ready-to-Eat Cole Slaw or Cantaloupe and Seediess Grape Salad with French Dressing Buttered Brussel Sprouts or Buttered Wax Beans (FS) 
4 Malt Flake Cereal Banana Cream Pie (F) er Applesauce (5) Shredded Lettuce with French Dressing 
Scrambled Egg or Chopped Carrot and Pineapple Salad 
Broiled Sausage Links Angel Food Cake (S) or Bing Cherries 
Chilled Orange Juice Consomme Apricot Nectar 
or Honeydew Melon | Baked Ham (F) or Escalloped Chicken (S) | Baked Steak (FS) @r Steamed Shrimp and Hot Sauce © 
=~ | Whole Wheat Cereal Whipped Potatoes (FS) French Fried Potato 
- or Ready-to-Eat Buttered Mixed Vegetables (F) er Buttered Spinach (5) Buttered Green Beans (FS) or Stewed Tomatoes 
= Wheat Flake Cereal Tossed Salad with Mayonnaise Head Lettuce with 1000 Island Dressing 
w | Poached Egg or Grapefruit and Avocado Salad with French Dressing or Stuffed Peach, Date and Nut Salad and Mayonnaise 
Crisp Bacon Chocolate Fudge Pudding (F) or Peeled Apricots in Syrup (S) Orange Sherbet (FS) er Watermelon 
(F)—Full Diet (S)}—Soft Diet (FS}—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings 
a BEEF POULTRY Potatoes, White Bag No. | 300 Ibs. 
3 Brisket (Fresh) U. S. Good 40 Ibs. 120 | Fowl (Eviscerated) 5 Ib. av., Grade A 1S ibs. 40 | padishes Bunch 4 doz. 
Chuck-eye Roll U. S. Choice 80 Ibs. 240 FRESH FRUITS Squash, Summer 16 lbs. 50 
Ground Beef U. Jonathan, 113s Tomatoes Repacked (5x6) 2 lugs, 60 Ibs. 
. pkg. vocado only 
Steak, Swiss U.S. 4 o7. Bananas Ripe 30 Ibs. | gr ‘ 
Cantaloupe Crate, 45s 2 crates 
rH each, Ix 50 208 Grapefruit Juice Con., 32 oz. can 6cans 192 
Liver (Sliced) Yearling 5-Ibs. 25 | Cherries, Bing 15 Ib. box 2 boxes G 
rapefruit Sections 8 Ib. can 2 cans 
3 Frankfurters All beef, 8—1 Ib. 5 lbs, 20 | Grapefruit Seedless, 70s 1 box 0 
PORK Grapes Seedless, 28-30 Ib. box 1 box 
‘Sliced) 04 tbs. 288 | Lemons Rhubarb 8 Ib. can, 5-1 sugar 1 can 
5 tbs. 89 | Melon, Honeydew Crate, 9s 1 crate FROZEN VEGETABLES 
5 ha Asparagus Cuts, 2% Ib. pkg. 30 Ibs. 180 
2 | Chops, Loin (Boneless) 4 oz., Grade A 30 Ibs. 120 | Oranges 176s 1 box wees, ; 
| Steaks, Shoulder 5 oz. each, Grade A 30 tbs. 90 | Plums, Red Basket (4x5) 2 baskets Beans, Green . Julienne, 22 pkg. 30 lbs. 180 
Ham (Pullman) ‘10-12 Ibs. 60 Ibs. 249 | Watermelon 30-35 Ib. each 
© | Steak (Boneless) 4 oz. each, Grade A 40 FRESH VEGETABLES g- 2% Ibs. 
| tela (Bencless) 10-12 Ibs. Grade A 40 Ibs. 120 Cabbage 50 Ib. bag 100 Ibs. Beans, Wax Cuts, 2% Ib. pkg. 30 Ibs. 180 
= | Sausage Links 12—1 Ib. 30 Ibs. 120 Carrots Topped, bag 150 Ibs. Broccoli Buds and stems, 
Celery Pascal, 30s' 3 crates 2% Ib. pkg. 5 ibs. 30 
E LAMB Cucumbers 4 doz. | Brussel Sprouts 2% Ib. pkg. 2% Ibs. 15 
Ground (Shoulder) —_U. S. Good ibs. 20 | Lettuce Head, 48s 4 crates Cauliflower Buds, 2% Ib. pkg. 2% tbs. 15 
Leg (B.8.T.) U. S. Good 30 Ibs. 90 Onions, Dry 50 Ib. bag 50 Ibs. Greens, Mixed 2% Ib. pkg. 2% lbs. 15 
= FISH Onions, Green Bunch 4 doz. Peas 24 Ib. pkg. 30 Ibs. 180 
& | Cat Fillets 5 Ibs. 20 | Parsley Bunch 1 doz. Spinach 2% Ib. pkg. 17% Ibs. 105 
Shrimp Large, 25-30—1 Ib. 5ibs. 25 | Peppers, Green 4 doz. Vegetables, Mixed 214 Ib. pkg. 15 lbs. 90 
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(UPPER RIGHT) Aerial view of the hospital 
shows the grounds as they were before 
landscaping began. (ABOVE) Varied plant- 
ings near the entrance of Children’s Ortho- 
pedic Hospitol make interesting patterns that 
soften the severe lines of the building. 


§ANDSCAPE DESIGN for hospitals 

follows the same ideas and 
principles as that for private 
dwellings. Its purpose always is to 


afford the utmost pleasure through 


the creation and preservation of 
beauty. There can be no hard and 
fast rules. 

Landscaping must be planned 
and designed to fit into the exist- 
ing environment. Full advantage 
should be taken of every natural 
feature. Undulating ground, slopes 
and banks should be exploited to 
the fullest extent. Vistas with a 
focal point should be sought out 
and used. Formality and informal- 
ity must not be mixed or confused. 
Plan to create the illusion of depth 
in shrub borders. Select plant ma- 
terial which will be fitting to its 
sphere, with an eye to its mature 
size. 

Each hospital has unique land- 
scaping problems to solve, and the 
Children’s Orthopedic Hospital: of 
Seattle was no exception. The hos- 
pital, opened in 1953, was built on 


N. Dering Marrett is grounds superin- 
tendent at Children’s Orthopedic Hospital, 
Seattle. 
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thoroughness in site appraisal and 


soil preparation pays perennial dividends in... 


landscaping the hospital grounds 


by N. DERING MARRETT 


Because each hospital has its par- 
ticular landscaping problems, grounds 
planning should be preceded by a 
careful appraisal of the site itself, 
condition of the soil, drainage, pre- 
vailing winds, and other pertinent fac- 
tors. If the topsoil has been removed 
in preparation of the building site, it 
is essential that soil fertility be re- 
established to a sufficient depth. Be- 
cause’ an atmosphere of restfulness 
and dignity is especially desirable in 
the surroundings of a hospital, the 
designer should be given free rein in 
his efforts to create such an effect. 
Plantings should be chosen with an 
eye to their mature size, their func- 
tion in relation to the whole, and the 
amount of care they require. 


the side of a hill overlooking Lake 
Washington and the — University 
District of Seattle. The position is 
exposed, completely unprotected 


by trees, and open to cold north 
winds and strong prevailing south- 
west winds. Much of the 10-acre 
area surrounding the hospital was 
covered with Scotch broom and 


blackberry vines, but large areas 
of bare soil were-left by the con- 
tractors when the hospital was 
finished. These areas were sown 
with rye grass and clover to pre- 
vent soil erosion. 

Except for one small area, the 
soil surrounding the-hospital was 
heavy clay. In some places, where 
the grading had cut into the hill, 
an impervious blue clay subsoil 
was exposed. To say the least, it 
was hardly the best soil with 
which to start landscaping the 
grounds. The only advantage was 
that if the clay could be worked 
and mixed with peat and good 
topsoil it would hold the moisture 
in the summer and help to cut 
down watering. Recognizing this 
advantage, we immediately set 
about doing what we could to 
lighten it. From the beds imme- 
diately surrounding the hospital 
clay was removed to a depth of 
12 inches and the remaining clay 
forked over to another 12 inches. 
Beds were then back-filled with 
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(RIGHT) Low plantings near the main en- 
trance of the hospital do not conflict with 
the lines of the covered walkway. (BELOW) 
Many varieties of easily cared for native 
evergreens and shrubs are included in the 
long-range landscaping plans for Children’s 
Orthopedic Hospital. (BOTTOM) A_ garden 
fountain, which was a gift to the hos- 
pital, provides focus for a group of plantings. 


sandy loam to which was added 
peat and manure. 

When the bed was brought up 
to the level required, there was a 
cultivated depth of more than two 
feet. Plants growing in these beds 
have done very well. The beds 
farther from the hospital were too 
large to remove any clay from, so 
they were dug up and where pos- 
sible allowed to lie rough and open 
during the winter to break down 
the heavy clay. Peat and topsoil 
were added in as generous quan- 
tities as funds would permit, then 
thoroughly mixed. 

Because the hospital site was 
so exposed, the next consideration 
was to plant trees, such as birch, 
larch, maple, oak, mountain ash, 
pine, fir, cypress and cedar, that 
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would provide shade and protec- 
tion from the winds. 

The whole landscape pattern 
was designed to keep maintenance 
costs to a minimum, yet create an 
atmosphere of restfulness and 
dignity. Plantings were chosen to 
provide color and brightness 
throughout the year. Because of 
the obvious therapeutic value of 
pleasant surroundings highlighted 
by colorful flowers and foliage, the 
designer should be given free rein 
in his efforts to create such an at- 
mosphere, especially at an institu- 
tion such as Children’s Orthopedic 
Hospital, where small children are 
concerned. 


APPRAISAL OF THE AREA 


In making an appraisal of the 
proposed planting area, soil condi- 


tions should be the first consider- 


ation. Soils are basically composed 
of clay, sand and humus in vary- 
ing quantities. Almost all soils 
contain at least two of these com- 
ponents. Loam, a happy blend of 
all three, is the gardener’s ideal 
soil. If clay is in excess, the soil is 
compact, heavy and hard to work, 
and generally is difficult to drain. 
The predominance of sand pro- 
motes good drainage but a sandy 
soil loses moisture rapidly during 
the growing months. Humus, the 
organic matter in the soil, repre- 
sents the dead and decaying ani- 
mal and vegetable matter so vital 
to plant life. It contains many 
plant foods in the form of chem- 
icals, and together with limestone 
is the basis of fertility:in the soil. 
In the form of peat, leaf mold, 
compost and organic manures, 
humus absorbs water like a sponge 
and consolidates a light soil, re- 


taining both moisture and plant 
foods. Humus opens up a clay soil, 
making it more porous and im- 
proving its working qualities. Lime 
is also valuable in breaking down 
a heavy clay soil and rendering it 
more friable. The dark color im- 
parted to the soil by humus tells 
the practical gardener that such a 
soil contains great reserves of fer- 
tility—and fertility spells success. 
Other questions to be asked in 
appraising an area include the fol- 
lowing: Does the site have good 
drainage? Is it subject to cold, 
sweeping winds? Is there full sun 
or only afternoon sun? Is there 
any shade? Are there large trees 
nearby whose roots spread out far 
and wide and rob the ground of 
its nutrients? (Examples of these 
trees are poplars, willows, elms 
and, to a lesser extent, maples.) Is 
the area flat, undulating, or has it 
a slope facing south or north? 
All these questions must be 
answered if the right trees and 
shrubs are to be planted in places 
where they will do best. It is use- 
less to plant in the shade a shrub 
requiring full sun and expect it 
to flower and fruit satisfactorily. 
Likewise, to put shade-loving 
plants in full sun where their 
leaves will be scorched and yel- 
lowed is nothing short of criminal. 
In some ways, plants are like 
human beings. If a person is given 
a good home, healthful food, and 
kept in top physical condition, he 
is far less likely to succumb to 
disease, and if he does, he will 
have a better chance of recovery. 
The same can be said of plants. A 
plant growing under conditions 
suited to its needs is less likely to 
attack by pests and fungi. It does 
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not require frequent doctoring 
with fertilizers and spraying, 
thereby adding greatly to the 
maintenance costs, to keep it alive. 
Give a plant a good start in life 
and it will continue to repay the 
planter year after year with its 
beauty and charm—and with very 
little further attention. 


PREPARATION OF THE SOIL 


One of the fundamentals of suc- 
cessful landscaping is the thorough 
preparation of the soil. The better 
the soil is prepared, the better the 
trees and shrubs will grow. The 
more healthy they are, the less 
likely are they to be troubled with 
diseases. 

Deep cultivation is of great im- 
portance. It allows the roots to 
penetrate the soil to’ the perma- 
nent supply of food and moisture 
below. If cultivation is shallow, 
_ the roots remain near the surface 
and must be supplied with fre- 
quent doses of water and fertilizer 
to keep the plant growing. If pos- 
sible, the soil should be broken up 
to a depth of 24 inches or more. 
This will permit the capillary ac- 
tion so-essential to the correct 
functioning of the roots to take 
place properly. If the soil is an 
impervious clay or hard pan, deep 
tillage is necessary to allow the 
water to drain away. Plants will 
not thrive in badly drained areas, 
and most trees and shrubs will not 
tolerate ‘‘wet feet.’ 

Plenty of humus, in the form 
of peat, compost or manure, may 
be incorporated and thoroughly 
mixed with the soil. Manures—or- 
ganic or inorganic—should never 
be placed in direct contact with 
the roots; if they are, burning is 
likely to occur. To prevent the soil 
from souring, a dressing of lime- 
‘stone should be given every three 
years, except on ground in which 
rhododendrons and other acid- 
loving plants are growing. 

The constant aim at Children’s 
Orthopedic Hospital has been to 
improve poor soil conditions. With 
this in mind, we have always care- 
fully composted all waste vege- 
table matter, such as weeds, 
sweepings, leaves, and grass mow- 
ings. Material equivalent in food 
value to good cow manure is thus 
being added to the soil. Every 12 
inches of compost is covered with 
a layer of soil, and sulphate of 
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ammonia and lime are added al- 
ternately to each layer. The nitro- 
gen helps to accelerate decom- 
position and the lime keeps the 
heap sweet. The heaps are com- 
pletely turned twice, once every 
three months. : 


PLANTING 


In planting, one golden rule to 
remember is to plant firmly. Tread 
the soil well around the roots, first 
making sure they are spread out 
evenly. If a stake is necessary, 
place it in position before covering 
the roots with soil. If it is driven 
in afterward, the unseen roots may 
be damaged. Place a piece of sack- 
ing or burlap around the stem of a 
tree to protect it, then tie the tree 
securely to the stake, making sure 
the stem does not chafe against the 
stake. Check ties periodically to 
see that they are not too tight or 
too loose. Applying a mulch of 
compost or similar material around 


_ the newly planted tree or shrub to 


conserve moisture and keep the 
ground cool is well worth the extra 
trouble. 


LOW-MAINTENANCE PLANTINGS 


In this day of high labor costs, 
landscaping is seldom planned 
without regard to keeping main- 
tenance costs to the minimum. 
Hospitals are certainly no excep- 
tion to the rule. Most of the land- 
scaping at Children’s Orthopedic 
Hospital has been with trees and 
shrubs. If they are planted proper- 
ly, trees, shrubs.and heathers re- 
quire less maintenance than almost 
any other types of plantings. 

The several varieties of white 
and silver European birches have 
been used to good effect either 
planted singly as specimen trees or 
in a group, which gives them an 
interesting appeal. Their silver- 
white stems, so attractive in 
winter, and their fine delicate 
branching pattern make them ex- 
ceptionally elegant and beautiful. 
They are also ideal for casting the 
light partial shade in which such 
plants as rhododendrons and ca- 
mellias thrive. 

The native paper birch can be 
equally well used, and is most 
effective when planted in clumps 
of two or three. Maples include 
many species that are suitable for 
planting in hospital grounds and 
are well known for their rich 


autumn coloring. The smaller Jap- 
anese maple and its varieties are 
excellent smaller subjects. All ma- 
ples are easily grown. Dogwoods 
are first-class landscape material 
and should never be left out of any 
plantings. The pink dogwood is 
especially beautiful and suitable. 
Other trees deserving considera- 
tion include the evergreen conifers 
and crab apple, magnolia, cherry, 
oak, and many other -worthwhile 
deciduous trees. | 

- Heathers are especially desirable 
plants because they provide abun- 
dant color over a wide season, espe- 
cially during the winter months. 
The foliage of many varieties 1s 
tinted with beautiful shades of 
gold, copper and bronze. Once es- 
tablished, heathers smother- any 
weeds and need little attention 
other than occasional trimming. 
Many of the dwarf varieties make 
first-class ground cover plants and 
are suitable for sunny slopes. All 
ericas like full sun. 

Ground covers, of which there 
are many to choose from in size, 
shape and color, are great labor- 
saving plants and may be used in 
an almost endless variety of ways. 
The low-growing junipers are ex- 
cellent subjects. To save labor and 
hoeing costs, mulching with saw- 
dust, peat or similar matter will 
smother weeds and conserve mois- 
ture. | 

Once established, rhododendrons 
and deciduous and evergreen aZa- 
leas both require very little atten- 
tion and their beauty is rarely 
surpassed. 2 

The extremely wide variety. of 
shrubs that lend themselves to 
hospital landscaping makes a dis- 
cussion of this group of plantings 
impractical here. These versatile 
plants are useful in filling in “bare 
spots,” screening off an undesir- 
able view, adding perspective, and 
in achieving year-round color and 
interest. Choice will depend on 
soil conditions, climate, and the 
specific effect desired. Local nurs- 
erymen can be helpful when these 
selections are made. They can also 
give detailed planting advice. 

“A little learning is a dangerous 
thing’ applies to horticulture as 
much as any other activity, but 
reasoned common sense will go a 
long way in helping to avoid the 
many pitfalls in a most pleasur- 
able and rewarding occupation. ® 
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@ DONALD BOEHME has been ap- 
pointed assistant superintendent of 
Cleveland Receiving Hospital and 
State Institute of Psychiatry, Cleve- 
land. 

Mr. Boehme was formerly as- 
sociated with Grant Hospital in 
Chicago and is a graduate of the 
Northwestern University program 
in hospital administration. 


@ M. ANTHONY CONSTANTINE has 
been appointed assistant superin- 
tendent of Conemaugh Valley Me- 
morial Hospital, Johnstown, Pa. 
He was formerly administrative 
assistant of Western Pennsylvania 
Hospital, Pittsburgh. 

Mr. Constantine is a graduate 
of the University of Pittsburgh 
program in hospital administration. 


@ JUSTIN W. GREENE has been ap- 


pointed administrator of Norwalk 
(Ohio) City Hospital. He.was for- 
merly administrator of Williams 
County General Hospital, Mont- 
pelier, Ohio. 


@ ROGER KLEIN has been appointed 
director of the Association of Uni- 
versity Programs in Hospital Ad- 
ministration project for adminis- 
trative research. This project is 
being conducted under a Public 
Health Service grant and is con- 
cerned with the 
development of 
a program of ad- 
ministrative re- 
search in the 
hospital and re- 
lated fields. Mr. 
Klein has also 
been appointed 
assistant profes- 
sor of hospital 
administration, 
University of 
Pittsburgh, the site of the research 
project. 

Mr. Klein was formerly assistant 
superintendent, Cleveland City 
Hospital. He is a graduate of the 
University of Chicago program in 
hospital administration. 


MR. KLEIN 


@ ARTHUR E. LANDON has been ap- 
pointed administrator of Asbury 
Hospital, Salina, Kans. He was for- 
merly administrative assistant at 
Bishop Clarkson Memorial Hospi- 
tal, Omaha, Nebr. 

An article by Mr. Landon ap- 
pears on page 41 of this issue. 
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Administration Center, 


@ ROBERT J. MAIFELD has been ap- 
pointed assistant administrator of 
Spartanburg (S. C.) General Hos- 
pital. He was formerly administra- 
tive assistant at Greenville (S. C.) 
General Hospital. 

Mr. Maifeld is a graduate of the 
University of Pittsburgh program 
in hospital administration. 


@ CASPER F.. PAULSON has been ap- 
pointed -administrator of Columbia 
Hospital, Astoria, Ore. Mr. Paulson 
has been a mem- 
ber of the board 
of trustees of the 
Emanuel Hospi- 
tal in Portland, 
Ore., for the past 
17 years. 


@ WALTER S. 
PuGH, M.D., has 
been appointed 
manager of the 
Veterans Ad- 
ministration. 
Hospital, Wilkes-Barre, Pa. Dr. 
Pugh was formerly manager of 
the Veterans Administration Hos- 
pital, Erie, Pa. : 

LAWRENCE C. Davis, M.D., suc- 
ceeds Dr. Pugh at Erie. Dr. Davis 
was formerly director of profes- 
sional services at the Veterans 
Martins- 


MR. PAULSON 


burg, W. Va. 


@® ROBERT E. TRIMBLE has _ been 
appointed assistant administrator 
of Florida Sanitarium and Hospi- 
tal, Orlando. Mr. Trimble was for- 
merly administrator of Park View 
Hospital, El Reno, Okla. He is im- 
mediate past president of the Okla- 
homa Hospital Association and a 
member of its board of directors. 
JAMES HENRY succeeds Mr. Trim- 
ble at Park View Hospital. He was 
formerly assistant administrator of 
Northwest Texas Hospital, Amaril- 
lo, Tex. Mr. Henry is a graduate of 
the Northwestern University pro- 
gram in hospital administration. 


@ C. R. YOUNGQUIST has been ap- 
pointed administrator of Shadyside 
Hospital, Pittsburgh, effective June 
1. He is presently administrator of 
Sharon (Pa.) General Hospital. 
Mr. Youngquist is chairman of 
the Committee on Engineering and 
Maintenance of the American Hos- 
pital Association’s Council on Hos- 
pital Planning and Plant Operation. 


-pital Planning 


He is also president of the Hospital 
Association of Pennsylvania. 


Deaths 


@ E. A. BABER, M.D., aged 73, died 
March 14 in Manistique, Mich. 
Dr. Baber was superintendent of 
Longview State Hospital, Cincin- 
nati, for 33 years before his retire- 
ment last year. He had also served 
as superintendent of Dayton State 
Hospital. 


@ Evarts A. GRAHAM, M.D., died 
at Barnes Hospital in St. Louis on 
March 4 of cancer of the lung. He 
was 73. Dr. Graham was active in 
research relating lung cancer to 
cigarette smoking. 

Dr. Graham served as president 
of the American College of Sur- 
geons, 1940-41, and was chairman 
of its board of regents from 1950- 
54. He was also one of the founders 
of the American Board of Surgery. 
For 25 years he served as co-editor 
of the American Medical Associa- 
tion Archives of Surgery. In 1950 


he received the AMA Distinguished 


Service Award for his pioneer work 
in lung surgery for cancer. 


@ F. STANLEY HoweE, hospital con- 
sultant, Orange, N. J., died March 
13. Mr. Howe had served as direc- 
tor of Orange Memorial Hospital 


from 1927 to 1950. 


Mr. Howe was first vice presi- 
dent of the American Hospital 
Association, 
1945-1946; 
chairman of the 
Committee on 
Workmen’s 
Compensation 
and Liability, 
1930-1937; 
member of the 
Council on Hos- 
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and Plant Oper- 
ation, 1938- 
1945, and a member of the Blue 
Cross Commission, 1941-1944. | 
A fellow of the American College 
of Hospital Administrators since 
1939, Mr. Howe served as a mem- 
ber of its Board of Regents, 1946- 
1948. He was also a member of the 
New Jersey Hospital Association, 
serving as its president, 1940-1941; 
the Hospital Council of New Jer- 


(Continued on page 109) 
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We asked hospitals— just like yours—what features you would suggest.for the 
perfect toilet soap. You said you wanted specially sized cakes . . . a special 
fragrance .. . a hard-milled economical soap. And here it is—Colgate’s BEAUTY 
WHITE! The soap you asked for—and helped us create. Make your next order 
BEAUTY WHITE. Your patients will appreciate it. You'll save money! 


Packed unwrapped for your convenience. 11/2 oz.—300 in case, 3 oz.— 144 in case. 
Also available wrapped in /2-0z. size only— 1,000 in case. 


x FINEST QUALITY SOAP * GIVES ABUNDANT LATHER IN ALL TYPES OF WATER * UTMOST IN ECONOMY 
* SAME BASE—SAME PLEASING FRAGRANCE—AS COLGATE’S FLOATING SOAP 


And For Your Private Pavilion—Mild FREE! Latest Edition Handy Soap CS ae 


and Gentle Palmolive Soap in its famous green Synthetic Detergent Buying Guide. Tells 
wrapper. Quick lathering, meets highest hospital you the right product for every purpose. 
standards for purity, mild and easy on the skin. | Ask your C.P. representative for a copy, 
Write for sizes and prices. | or write to our Industrial Department. 


Colgate-Palmolive Company 


300 Park Ave., N. Y. 22, N.Y. © Atlanta 5, Ga. * Chicago 1], Ill. 
Kansas City 5, Kans. * Berkeley 10, Calif. 
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CHALLENGES TO CONTEMPORARY MEDI- 
CINE. Alan Gregg, M.D., New York, 
Columbia University Press, 1956. 
120 pp. $3. 


Dr. Alan Gregg chooses to 
dream no “reasonable dreams” in 
this volume. Rather, he suggests 
why some aspects of medicine are 
as they are, and how they might 
be improved, had we but the wit 
and the will to take the next steps 
that seem imperative as he states 
them in his persuasive prose. _ 

The author’s career in adminis- 
tration of medical philanthropies of 
the Rockefeller Foundation pro- 
vided an ideal tower for viewing 
the broad panorama of physicians, 
their teachers and patients, hospi- 
tals, and some of the fiscal and 
social structures that support them 
here and abroad. His perceptive 
comments on these wide vistas stir 
the imaginations of those who till 
smaller fields. 

Most hospital people, long weary 
of explaining why a day in a 
hospital — American Plan costs 
almost as much as a room at a 
resort—European Plan—will take 
no exception to Dr. Gregg’s major 
theme. With eloquence and con- 
viction, he contends that the public 
is unaware of the benefits it could 
derive from the full application of 
modern medical knowledge. The 
public is, therefore, unwilling to 
use a reasonable proportion of its 
income to develop a medical serv- 
ice consistent with the present 
state of our knowledge. 

“In tones that are neither shrill 
nor strident” he suggests that we 
have not yet harnessed the power 
of prepayment. He makes unmis- 
takably clear the relationship of 
teaching to continuing high quality 
care, of patients. The potential 
danger of a veteran population 
edging toward free care for non- 
service - connected disabilities is 
also dealt with forcefully and ob- 


jJectively from both its political 


and medical implications. 
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“dozing gant” 


Hospital administrators, still 


breathless from their race with in-- 


flation, upgrading of salary scales 
to general community levels, and 


decades of accumulated plant de- > 


preeiation and obsolescence, will 
perhaps be aghast at Dr. Gregg’s 
flat statement that “the cost of 
medical education is a part of the 
cost of medical care.” A careful 
reading of his exposition suggests 
that we have yet another major 
bill to present to patients. 

If Dr. Gregg occasionally at- 
taches more weight to the rela- 
tionship between medical educa- 


-tion and medical service than do 


most hospital administrators, or if 
his proposals are more a statement 
of objectives than the ‘Show to do 
it’ kit so eagerly sought in Wash- 
ington and elsewhere, that is, per- 
haps, natural for a man of his 
experience and bent. 

More likely, his avoidance of 
detailed suggestions reflects his 
wish to gain agreement on objec- 
tives rather than debate on meth- 
ods. One has the impression Dr. 


‘Gregg will be gently pleased and 


mildly surprised if his probing in- 
duces any perceptible response in 
the muscles of the dozing giant he 
calls ‘Great Medicine.” 

—J. DOUGLAS COLMAN, vice presi- 
dent and treasurer, Blue Cross As- 
sociation. 


Two books for the patient 


You AND YOUR OPERATION. Benjamin 
R. Reiter, M.D. New York, Mac- 
millan, 1957. 150 pp. $3.50. 


You AND YOUR OPERATION. Bryan N. 
Brooke, M.D. London, Faber and 
Faber, 1955. 80 pp. 7s.6d. 

These two books are unusual in 
that they have identical titles and 
were published within two years 
of each other. Investigation indi- 
cates that the authors were un- 
aware of each other’s work until 
both books had been published. 

The book by Dr. Brooke is writ- 


ten for the lay person and covers 


also: 
two. books for the patient 
for the legal bookshelf 
health exhibit catalog 


the complete range of medical care 
as provided in British hospitals. 
Dr. Brooke attempts to allay the 
natural fears of surgery or of hos- 


_ pital care on the part of the pro- 


spective patient. He explains the 
procedure for outpatient care and 
treatment, and carefully points out 
the ethical relationships between 
physicians. 

The admission, orientation and 
adjustment*to the hospital situa- 
tion is thoroughly covered in lay 
language. The chapters dealing 
with the operation and postopera- 
tive care are concise, simple and . 
easy for the patient to understand. 

This book is slanted to the Brit- 
ish hospital situation and the vari- 
ous medical staff relationships pe- 
culiar to the British system. It has 
limited value for the American 
patient but it would serve well 
as a source for comparison with 
the American system. 

The book by Dr. Reiter deals 
entirely with the American hospi- 
tal scene. It is an excellent book 


for prospective patients and is 


written in a manner to dispel fear 
of either medical treatment or hos- 
pital care. The book answers most 
of the questions asked by an ap- 
prehensive patient as he is about 
to enter the strange experience of 
hospital life. 

The author inspires the confi- 
dence of the patient with his mat- 
ter-of-fact- approach and simple 
language. The chapter headings 
serve as a challenge to any lay 
person casually looking at the 
book. Chapter headings include 
“The Need For Surgery,” “The. 
Anesthetic,” ‘‘The Operating Room” 
and “The Post Operative Period.”’ 

The more common operative con- 
ditions, such as appendicitis, hys- 
terectomy and cancer are discussed 
and illustrated in an excellent 
manner. Dr. Reiter closes with 
some practical suggestions regard- 
ing the patient’s contribution to a 
satisfactory hospital experience. 
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_ Dr. Reiter’s book should have a 
widespread appeal to patients about 
to come to the hospital. It would 
be valuable in patient and hospital 
libraries.—EpGar H. STOHLER, ad- 
ministrator, Memorial Hospital, 
Inc., Johnson City, Tenn. 


For the legal bookshelf 


MALPRACTICE LIABILITY OF DOCTORS 


AND HOSPITALS (COMMON LAW AND 

QUEBEC LAW) William C. J. Mer- 

edith. Toronto, Carswell Co., 1956. 

300 pp. $7.75. 

Hospital administrators who find 
themselves constantly confronted 
with problems having medico-legal 


implications will find this publica-. 


tion a help and a comfort. While 
Mr. Meredith deals primarily with 
Canadian law, and in specific in- 
stances with Quebec law, much of 


the work is applicable to the United | 


States in such areas as relations 
between doctor and patient in gen- 
eral, the doctor as a witness, pro- 
fessional secrecy, criminal mal- 
practice, and consents. In many 
instances, comparisons are drawn 
between cases on both sides of the 
border. 

It is an authoritative book, con- 


more effectively. 


cisely written and easily read. It 
is a must for the hospital adminis- 
trator, the medical practitioner, 
and the lawyer who is consulted 
in problems of medical practice 
and hospital administration. 

—J. GILBERT TURNER, M.D., execu- 
tive director, Royal Victoria Hos- 
pital, Montreal. 


Health exhibit catalog 


How To MAKE HEALTH VISIBLE. Cleve- 
land Health Museum. Cleveland, 
1955. 36 pp. $1. 

As hospitals become increasing- 
ly aware of their position in the 
health picture of the entire com- 
munity, the importance of their 
role in health education grows. In 
this booklet, a catalog of effective 
aids for promoting better health, 
the health educator will find a 
listing of exhibits, models and 
slides designed to help him tell 
his story visually, and thereby 


The Cleveland Health Museum 
is prepared not only to sell or rent 
the items cataloged in this booklet, 
but also to design and build any 
type of exhibit desired. Through- 
out its 15-year program of exhibit 


development the museum has held 
a unique position in the field of 
health education. It can count 
among users of its services many 
progressive hospitals such as Lan- 
kenau Hospital in Philadelphia 
and the Johns Hopkins Hospital 
in Baltimore. 

The wide assortment of models 
described have been recognized as 
valuable teaching aids by nursing 
schools and other hospital schqgols 
for paramedical ‘personnel. All 
items offered are carefully de- 
scribed and many are illustrated. 
The Dickinson-Belskie collection of 
birth models has been widely used. 
Photographs of these models, as 
well as “props” for use on tele- 
vision shows, are available at a 
nominal fee. 

This catalog is not a complete 
listing of the services and mate- 
rials offered by the Cleveland 
Health Museum but includes nota- 
tions about other lists which are 
available without charge upon re- 
quest. The next best thing to a 
personal visit to this outstanding 
health museum is a careful perusal 
of this catalog —-HELEN YAST 


Day or Night 
ENJOY SOUNDER SLEEP 
With These Famous Sleeping Aids 


The | Original 


SLEEP SHADE 


No matter what the hour, you sleep in 
midnight darkness with your amazingly 
comfortable Sleep Shade. Resting gently on 
temple and cheek bones, it completely ex- 
cludes light. Helps to rest tired eyes, soothe 
nerves and shield nasa! sinus. Weighs less 
than an ounce! 


Sleep Shede is scientifically designed with 
just enought stiffness to rermit eyes to blink 
freely and to prevent harmful pressure on 
eyeballs. Only Sleep Shade has the pat- 
ented, adjustable fastening that slips over 
ond under ears to hold shade in place with- 
out slipping, pulling or pressure. Over: 1,- 
500,000 sold to satisfied users. 


Price of black sateen Sleep Shade only $1.25. 


Noise-Banishing 
SLEEPWELL EAR STOPS 


If noise disturbs your sleep, you'll find relief 
with soft; sanitary Sleepwel!l Ear Stops. They 
fit comfortably into ear openings and can be 
re-used many times. Only 25 cents a pair. 
Five pairs for $1.00. ; 
Both Sieep Shades and Sleepwell Ear Stops 
are available at Drug and Department Stores 
. or order direct from: 


Sleep Shade Company, Dep’t: H-17 


828 MISSION ST., P.O. BOX 968, SAN FRANCISCO, CALIFORNIA 


(Postage prepaid if payment sent with order) 
FULL REFUND IF YOU ARE NOT COMPLETELY SATISFIED. 
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Washington Report 


A national civil defense system patterned after the organization of 
the National Guard and containing a commissioned “Civil Defense Corps” 
has been proposed by the American Hospital Association for congressional 


consideration. 


The AHA views were contained in a statement presented to the Military 


Operations Subcommittee of the 
House Committee on Government 
Operations. Subcommittee Chair- 
man Chet Holifield (D-Calif.) is 
sponsoring a bill creating a Cabi- 
net-level Department of:Civil De- 
fense. 

Mass atomic attack and the re- 
sulting radiation hazards would 
create an “interdependence be- 
tween every part of the country” 
requiring uniformity among. all 
civil defense units, AHA stated. 

In calling attention to the Na- 
tional Guard’s organization as a 
possible civil defense pattern, AHA 
pointed out that the guard con- 
tained: 

1. Units which are uniform with 
regard to organization, staffing, 
equipment and training. 

2. A minimum set of standards 
which must be met in order 
to receive federal funds and 
equipment, and a system of fed- 
eral inspection of such stand- 
ards. 

3. Provision for equipment and 
supplies to be used by the 
state in local disaster, and to 
be brought under federal juris- 
diction in case of a national 
emergency. 

AHA also urged that the na- 
tion’s voluntary associations, in ad- 
dition to serving as advisors, be 
utilized to develop training pro- 
grams. 

In testimony before the subcom- 
mittee, the American Medical As- 
sociation urged that the civil de- 
fense bill be amended to provide 
for a physician on the Scientific 
Advisory Board provided for in 
the bill. AMA also called for a 
three-member increase in the pro- 
posed Civil Defense Advisory 
Council. The three would represent 
the medical professions, hospitals, 
and the public health. field. 

Meanwhile, the House Appro- 
priations Committee cut $90.7 mil- 
lion from the funds requested for 
the Federal Civil Defense Admin- 
istration for fiscal 1958. 

A major part of the reduction 
affects FCDA’s stockpiling of med- 
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ical supplies. In explaining the 
fund slash, the committee quoted 
President Eisenhower, who on Feb. 
7 said that the likelihood of nations 
using weapons of mass destruction 
was diminishing each year. 

The committee also cited the 
$219.5 million in supplies on hand 
and on order, noting that some 
were six years old and “poorly 
located from the standpoint of 
availability and should be made 
more readily accessible.”’ 

Total funds recommended by the 
committee for FCDA were $39.3 
million compared with the $130 
million requested. 


STUDENT NURSE HOUSING 


AHA has suggested an amend- - 


ment to the Federal Housing Act 
of 1950 to permit hospitals to qual- 
ify for federal financial assistance 
in building housing for student 
nurses and medical interns. 

The amendment would apply to 
“any hospital operating a school 
of nursing approved by the appro- 
priate state authority, or any hos- 
pital approved for internships by 
recognized authority.” 

AHA Associate Director Kenneth 
Williamson of the Washington 
Service Bureau offered the amend- 
ment to the House Banking and 
Currency Subcommittee on Hous- 
ing. Mr. Williamson stated that an 
additional 50,000 nurses are needed 
immediately in order to meet health 
needs of a growing population. 

Mr. Williamson told the House 
group that an AHA sample survey 
of hospitals disclosed that 70. per 
cent would be able to increase en- 
rollment in nursing schools if they 
had better student housing. Fifty- 
nine per cent of the hospitals 
queried could accommodate more 
interns, | 


VA TESTIMONY 


The Veterans Administration re- 
ported to Congress that it has al- 
ready put into effect administrative 
provisions of the bill tightening 


e ‘Civil Defense Corps’ Proposed 
e Housing Act Amendment Sought 
@ VA Investigation Continues 


VA hospital admittance procedures 
for veterans with nonservice-con- 
nected disabilities. There is no 
longer a need for such legislation, 
VA stated. 

In a report to Rep. Olin E.-Teague 
(D-Tex.), VA Administrator Har- 
vey V. Higley said there was only 
one provision of the bill that was 
not currently part of VA procedure 
and that had been ordered into 
effect recently. 

The order concerns veterans 
with nonservice-connected disabil- 
ities applying for VA care, other 
than those veterans requiring more 
than 30 days hospitalization, and 
tuberculosis and psychosis cases. 
Before such applicants take an 
oath of ability or inability to de- 
fray expenses, they must, under 
the order, be given a medical ex- 
amination and advised of the prob- 
able cost of com- 
parable hospital 
care in the com- 
munity hospi- 
tals. 

VA also di- 
rected that pa- 
tients in emer- 
gency cases who 
upon recovery 
do not swear in- 
ability to defray 
costs shall be 
billed for their care. 

Mr. Higley differed with Rep. 
Teague on defining VA’s major 
problems in treating nonservice 
disabilities. In his report, he de- 


Bs 


MR. HIGLEY 


clared that the bill’s provisions 


left unsolved the major “legal 
abuses.”’ He said that under present 
law the veteran’s statement on in- 
ability to pay is accepted as suffi- 
cient evidence of the fact and this 
“precludes denial of care based on 
conflicting determination by the 
Veterans Administration.” 

Since ability to pay “amounts to 
opinion” rather than fact, punitive 
measures available to VA are lim- 
ited, he said. 

In a letter to Chairman Teague, 
AHA Washington Service Bureau 
Director Williamson endorsed the 


_bill’s provisions and stated “it is 


believed that every reasonable step 
should be taken to minimize in so 


far as possible the abuse of privi- 


leges extended to veterans with 
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NNOUNCEMENES 


Here's how it’s done . 


Srier 1 Before baby is born, write for 
Hollister Custom-Made Birth Announcement 


portfolio, sample and prices. Place order. 


Arrange with your 
gift shop manager or volunteer 
chairman to have these unique 
announcements: shown to_ pros- 


pective and new mothers. 


Let your “new baby 
sales force’ take over! The little 
darlings, themselves, create’ the 
urge to buy the cutest announce- 


ments proud parents can find. 


Continue » showing’ these If your volunteer group and gift shop show them, the new 


babies will sell them! These Hollister Custom-Made an- 


-nouncements, with their miniature certificates, are unlike 


clever announcements with miniature - 
certificates and watch them bring money 
and good will for your hospital. 


any others proud mothers can buy. The gold footprint seals 


Rue are cute-as-a-button and for each envelope there is a gold 
| stork seal. Administrators who set up regular schedules for 
EE —————— showing them to expectant and new mothers report won- 


derful results. A typical first order of 800 boxes, when sold 


at our suggested price of $1 per box, nets $352 profit. 


MERCY HOSPITAI More important, each announcement is a good will builder 


for your hospital. Write for 1957 Hollister Birth An- 


“thos the : nouncement Portfolio. 


? 


~e FRANKLIN C. HOLLISTER CO. + 833 NORTH ORLEANS ST. CHICAGO 10, ILL. 
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24 Examples of Administrators’ Good 
Judgment in Public Relations Planning 


MANILA SANITARIUM AND HOSPITAL 
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Popular horizontal 
style with photo 


Hollister Inscribed Birth Certificates make friends for you and your hospital. The certticates 


are keepsakes so beautiful, so obviously of Heirloom quality, they create a most favorable. @ One of many attrac- 
impression. Many discovered the sound public relations value of this Hollister idea over a @ Decorative designe 
are also pleasing 
quarter-century ago. Write for the portfolio, and put these good will builders to work. © Cover of telder twee 
certificate 


FRANKLIN C. HOLLISTER COMPANY, 833 NORTH ORLEANS STREET, CHICAGO 10, ILLINOIS 
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nonservice connected disabilities 

American Medical Association 
testimony criticizing VA’s current 
hospital services to nonservice- 
connected cases came in for sharp 
criticism itself from veterans’ 
groups. The American Legion said 
charges that a high percentage of 
VA admissions are nonservice seem 
to be made ‘‘to discredit the whole 
VA hospital system.” 

The Veterans of Foreign Wars, 
the American Veterans of World 
- War II, and the Disabled American 
Veterans testified in behalf of VA’s 
present programs. The only veter- 
ans’ group to endorse the Teague 
measure was the National Medical 
Veterans Society. | 

The House Veterans’ Committee 
is expected to call up Budget: Bu- 
reau Officials to discuss the $64.5 
million cutback in VA budget. re- 
quests for renovation and replace- 
ment of its hospital and domiciliary 
facilities. VA estimated a need for 
$114 million for this program in 
fiscal 1958, but President Eisen- 
hower’s budget called for only $50 
million. VA received $51.6 million 
for the program in fiscal 1957. 

On March 18 the House Appro- 
priations Committee slashed $7.5 
million from funds requested for 
VA hospital renovation and re- 
pairs. ‘“‘Many of the VA hospitals 
are too plush and some portions 
of the buildings have not been too 
utile,” the committee report stated. 
The committee’s cutback left $42.5 
million for.the renovation program. 

In its report on VA hospitals, 
the committee stated further that 
“the country does not want. the 
gingerbread and waste that often 
characterize VA hospital construc- 
tion. The committee wants the VA 
to evaluate its plans and specifica- 
tions looking toward reduction in 
costs and toward better and more 
usable buildings.”’ 


The committee cut $226,000 from 


VA’s budget request for nonbed- 
producing construction projects. 
The committee voted $2,028,000 
for these projects for fiscal 1958, 
$2.5 million less than the appro- 
priations for fiscal 1957. | 
VA medical administration and 
miscellaneous expenses were also 
criticized by the committee. The 
budget request -was reduced by 
$1,293,200, leaving $20,773,800. 
Regarding the VA’s prosthetic 
testing and development program, 
the committee used the word “re- 
markable.” Language was written 
into the committee’s appropriation 
bill to permit the budget estimate 
of $1 million to remain available 
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and served 


without any fiscal year limitation. 

Budget requests of $702 million 
for VA inpatient care and $79 mil- 
lion for outpatient care were left 
intact by the committee: 


MEDICAL SCHOOL INQUIRY REPORT 


Chairman Oren Harris (D-Ark.) 
of the House Interstate and Foreign 
Commerce Committee has released 
a staff report on federal aid to 
medical and dental schools, osteo- 
pathic colleges, and schools of pub- 
lic health. Last year this House 
committee, under the chairmanship 
of J; Ferrey 
Priest, reported 
favorably on 
proposed legis- 
lation providing 
for federal 
matching grants 
for the construc- 
tion of health 
facilities. This 
legislation was 
enacted into 
law. 

In the course of its hearings on 
health research facility construc- 
tion, the Priest committee consid- 
ered extension of this legislation 


REP. HARRIS 


to include grants for the construc- 


tion of teaching facilities as well 
as research facilities. The commit- 
tee’s professional staff was directed 


to gather all pertinent information’ 


on the subject of federal aid to 
medical schools and to report to 
the committee early in the 85th 
Congress. This report will be taken 
into consideration when hearings 
on medical school teaching fa- 
cility construction are held before 
the Subcommittee on Health and 
Science. Hearing dates will be 
announced by John Bell Williams 
(D-Miss.), subcommittee chairman. 

In making the 
report public, 
committee 
Chairman Har- 
ris’ cautioned 
that it was not 
a committee re- 
port and that no 
member of his 
committee is 
committed to or 
limited by the 
selection of in- 
formation contained in the report. 

Following are highlights of the 
479 page report. 

> Medical Schools—In 1955-56 near- 
ly 8,000 alien physicians trained 
in approved United 
States residency and_ internship 
programs. The number of alien 
physicians serving in approved 
residency and internship positions 


REP. WILLIAMS 


in U. S. hospitals has increased 
280 per cent over the last five 
years, while during the same time 
the number of U.S. citizens serv- 
ing in these same positions has 
decreased one per cent. Some states 
report that 49-68 per cent of hos- 
pital house staffs are alien physi- 
clans. 

Twenty-five years ago, 4,735 
students graduated from U. S. 
medical schools; now there are 
6,845 graduates per year. Estimates 
from all but a few of the United 
States’ 83 medical schools indicate 
that if federal funds are made 
available, they plan construction 
projects totaling $400 million. Of 
this amount, three-fifths would be 
chargeable to teaching and two- 
fifths to research. - 

Dental Schools—The number of 
U. S. dental schools has increased 
in the last 10 years from 39 to 45, 
with a total enrollment today of 
approximately 13,000 students. Ten 
years ago there were fewer than 
8,500 students attending the then 
existing schools. 

There are 34 dental hygiene 
schools in this country. During the 
last 10 years the number of dental 
hygiene students. has tripled, in- 
creasing from approximately 680 
to more than 2,000. 

The committee report estimates 
that if federal funds were made 
available for the construction of 
dental teaching facilities, the total 
needs would be approximately $77 
million. 

» Osteopathic Colleges — There are 
six osteopathic colleges in the 
United States, the same number 
there were in 1916. Enrollment, 
however, has grown during the last 
20 years from 800 to 1,900 students. 
Pennsylvania is the only state 
which has a program of assistance 
to an osteopathic college. Research 
grants have been made by the 
Public Health Service to one of 
the osteopathic colleges. All of the 
osteopathic colleges received teach- 
ing grants to support instruction 
in the fields of cancer, heart and 
mental health. 

If federal aid is made available, 
the committee report estimates that 
osteopathic colleges plan projects 
costing more than $21 million dur- 
ing the next five years. Of this 
amount, about $14.5 million would 
be chargeable to teaching as dis- 
tinguished from research activities. 
The new construction would enable 
the six colleges to increase their 
first year enrollment by approxi- 
mately 175 students. 

} Schools of Public Health — There 
are 11 schools of public health— 
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5 publicly owned and operated 
and 6 private nonprofit institutions. 
Current estimates show 1,200 grad- 
uate and 530 undergraduate stu- 
dents. 

The number of students has in- 


creased by approximately 60 per 


cent since 1950. 

The committee report estimates 
that if federal funds are made 
available, all but one of the 11 
schools of public health will apply 
for construction grants. The total 
need is set at $24.6 million. Of 
this total projected cost, two-thirds 


would be chargeable to teaching 
and one-third to research facilities. 


HILL-BURTON EXTENSION 


Sen. Hubert Humphrey (D- 
Minn.) has introduced a bill to 
extend the Hill-Burton program 
for three years. In introducing his 
bill, Sen. Humphrey explained that 
the continuing need for new hos- 
pital construction and the difficulty 
in planning caused by a limited 
two-year extension of the act re- 
quires a five-year rather than a 
two-year program. 
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CORPORATION 


He also urged the Senate to 
raise the budget request for both 
general hospital construction and 
expanded Hill-Burton categories 
to the authorized appropriation of 
$210 million. Sen. Humphrey said, 
. the administration is asking 
for funds for the coming year 
which will permit a level of fed- 
eral assistance little more than half 
the level of eight years before. Yet 
the need is greater.” 

The senator pointed out that a 
net increase of 21 million people 
in the American population over 
the last eight years has increased . 
the need for Hill-Burton beds by 
almost 14 per cent. In addition, 
he said, “this year the administra- 
tion has requested $100 million for 
general hospital construction grants 
—an amount which, in terms of 
dollars, is just a little more than 
one-half the amount appropriated 
for fiscal 1950.” 


NEW CONSTRUCTION 


The value of new hospital and 
institutional construction projects 
begun during the first two months 
of this year totaled $112. million, 
according to figures released by 
the Departments of Commerce and 
Labor. Of -the total, $67 million 
was in private construction and 
$45 million in public construction. 
During the corresponding period 
of 1956, $90 million worth of hos- 
pital and institutional construction 
was begun. 


FEDERAL EMPLOYEES HEALTH INSURANCE 


Recent testimony on federal em- 
ployees health insurance from the 
Civil Service Commission, in ex- 
ecutive session before the House 
Subcommittee on Appropriations, 
has indicated that the administra- 
tion is considering a major medical 
insurance program as an amend-_. 
ment to its group life insurance 
program. : 

Testifying before subcommittee 
Chairman Albert Thomas (D-Tex.) 
in executive hearings, Warren 
Irons, a civil service official, was 
questioned about the use of the 
$95 million accrued reserve fund 
in the federal employees life in- 
surance program. Asked if this re- 
search fund could be used to lib- 
eralize individual life insurance 
policies for federal employees, Mr. 
Irons replied: ‘“‘There are a number 
of ways of liberalizing this thing 
and using some of this balance. 

“One thing that we have con- 
sidered in the commission is the 
addition of a major medical insur- 
ance program as an amendment to 
the group life program. I think 
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that is deserving of a lot of con- 
sideration. 
SURPLUS PROPERTY BOOKLET 


An up-to-date booklet that. an- 
swers questions on the distribution 
of federal surplus property among 
public and nonprofit institutions 
has been published by HEW. 

The booklet tells who may quali- 
fy for the real and personal prop- 
erty declared surplus, describes the 
mechanism of distribution by states 
and explains conditions and re- 
strictions relating to property dis- 
posal by the recipient. 

‘‘Acquiring Surplus Property for 
Health, Educational or Civil De- 
fense Use: 1957”’ may be purchased 
for 15 cents per copy from the Gov- 
ernment Printing Office, Washing- 
ton. 25, 

Acquisition cost of federal sur- 


plus property to be given away 
during the fiscal year ending June 
30 will be in excess of $250 mil- 
lion, according to the present rate 
of allocation. 


FCDA REGIONAL COURSE 


The Federal Civil Defense Ad- 
ministration Health Office and Re- 
gion 3 of FCDA will, on April 
15-19, conduct the first of a series 
of courses on the operation of 
health services in civil defense. The 
Health Services Planning. Course 
is open to hospital administrators 
and department heads in Alabama, 
Florida, Georgia, Mississippi, North 
Carolina, South Carolina, Tennes- 
see, the Canal Zone, Puerto Rico, 
and the Virgin Islands. Applica- 
tions are available from local civil 
defense offices and from FCDA 
headquarters, Battle Creek, Mich. 


STATE ASSOCIATIONS REPORT— 


Lawmakers Debate Bills Affecting Hospitals 


With many state legislatures studying proposed legislation, a number 


of state hospital associations have reported to HOSPITALS, 


JOURNAL OF 


THE AMERICAN HOSPITAL ASSOCIATION, on bills of importance to hospitals 


that are being considered in their 
respective states. 


ALABAMA HOSPITAL ASSOCIATION 


Hearings are being held to as- 
certain what action should be 
taken by the legislature in regard 
to appropriating funds for medical 
care of the indigent. A study of 
how the state funds could be used 
in conjunction with federal funds 
was being made by the lawmakers. 


CALIFORNIA HOSPITAL ASSOCIATION 


Among a number of bills affect- 
ing the handling of drugs and 
narcotics in hospitals are two 
which the California Hospital As- 
sociation reports are of special 
concern to smaller hospitals. 

The bills would allow hospitals 
which do not maintain their own 
pharmacies to purchase drugs in 
the name of the hospitals and al- 
low the hospital to make them 
available to staff physicians for 
administration by nurses. This had 
been the practice for more than 
30 years, the association reported, 
but a recent opinion by the state’s 
attorney general indicated that 
the practice is illegal. 


IOWA HOSPITAL ASSOCIATION 


A bill has been introduced in 
the Iowa legislature which would 


legalize the principles adopted by - 


hospitals and physicians in the 
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state in settling a dispute between 
them (HOSPITALS, March 1, p. 86). 

Another Iowa bill would: 

@® Provide that vacancies on 
boards of trustees of county hos- 
pitals would be filled by appoint- 
ment by the county board of su- 
pervisors from a list of five which 
the remaining trustees would sub- 
mit. 

@® Permit county hospitals to 
buy liability and malpractice in- 
surance and include’ trustees and 
employees among those insured 
(see story on p. 106). } 

The employer of public em- 
ployees 
contribute up to 50 per cent of 
the cost of Blue Cross and Blue 
Shield service for its employees 
and their families under a bill 
presently before the state legis- 
lature. 

Another measure would require 
pharmacies, other than those in 
licensed hospitals, to be licensed 
and to pay a license fee. 


MASSACHUSETTS HOSPITAL ASSOCIATION 


Unwanted, doomed animals 
from public pounds would be 
made available for medical teach- 
ing and research, if a bill pro- 


posed in the Massachusetts legis- 


lature under the auspices of the 
Massachusetts Society for Medical 
Research is approved. 

Another Massachusetts bill 


try. 


would be permitted to - 


would make it mandatory for “at 


least one doctor, who has been 
properly registered and qualified 
in accordance with the require- 
ments of the general laws, in at- 
tendance at all times in all hospi- 
tals.”’ 


MICHIGAN HOSPITAL ASSOCIATION 


A hospital reimbursement pro- 
posal would remove the $19 per 
day ceiling for acute care of crip- 
pled children and $12 per day 
limit for convalescent care. Pay- 
ment would be on the basis of 
ward costs. 

Hospitalization of adults would 
be included in the distribution 
formula-of public welfare money 
under another proposed law which 
has been introduced. 


NEW JERSEY HOSPITAL ASSOCIATION 


Licensing Of practical nurses in 
New Jersey will be required after 
Sept. 1, 1959, if a bill introduced 
in the state’s assembly is passed. 
The bill is the same as one which 
has been defeated twice in previ- 
ous meetings of the state legisla- 
ture. 

Other bills would: 

® Subject an employer to dou- 
ble workmen’s compensation lia- 
bility when he fails to comply 
with safety requirements of the 
Department of Labor and Indus- 


® Create a New Jersey Labor 
Relations Board and would define 
and prohibit certain unfair labor 
practices. It would also provide 
for the determination of repre- 
sentatives of employees in collec- 
tive bargaining. 

@ Provide that the governing 
body of any municipality may 
support centers for the diagnosis 
and treatment of mental disorders. 
Such centers must be conducted 
by ‘“‘agencies, whether public or 
piivate, approved by the Depart- 
ment of Institutions and Agencies, - 
which provide family counseling 
service.” The centers would be in 
addition to mental hygiene clinics, 
child guidance centers and hospi- 
tals now permitted by law. 

@® Require the licensing of prac- 
ticing physical therapists by the 
New Jersey Board of Medical 
Examiners as well as requiring 


‘yearly. registration. 


® Permit a noncitizen who has 
declared his intention of becom- 
ing a citizen, was otherwise quali- 
fied to take the examination for 
a license to practice medicine, and 
passed the exam, to accept a tem- 
porary license until he became a 
citizen. 
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@ Eliminate the present provi- 
sion in the Motor Vehicle Act 
which requires the expressed con- 
sent of a person thought to be 
driving while under the influence 


of intoxicating liquor before a’ 


chemical analysis of his blood or 
breath can be made. 


HOSPITAL ASSOCIATION OF 
NEW YORK STATE 


A bill has been filed to amend: 


the Vehicle and Traffic Law to re- 
quire that an application for a 
driver’s license shall contain a 
statement of consent to test to 
determine alcoholic content and to 
permit use of this information in 
evidence after an accident if the 
test was made within- two hours 
after the arrest. 

Amendment of the insurance 
law has been proposed to permit 
a hospital service corporation to 
invest 7.5 per cent of its net 
premium in real property during 
a specified period instead of the 5 
per cent maximum presently per- 
taining. 

Other bills proposed would: 

@ Amend -the state’s labor law 
to extend unemployment insur- 
ance benefits to employees of non- 
profit organizations. 


® Make it unlawful to refuse to 
employ a person solely because he 
is more than 40 years. old. 

@ Amend the insurance law to 
require that group accident and 
health insurance policies shall 
contain a standard provision that 
if hospital, surgical, or medical 
expense insurance terminated 
or reduced after one year. and not 
replaced by insurance which is 
equal or more favorable, the per- 
son insured shall be entitled to a 
policy with benefits equal to at 
least 75 per cent of the former 
benefits and shall have other con- 
version rights. 

@ Extend the definition of bene- 
fits for nonoccupational disability 
to include the cost of medical, 
surgical, nursing, and hospital 
service, medicines, and devices 
and to require the employer to 
provide such care for disabled 
employees and to pay for the care. 

@ Require that space be allowed 
on drivers’ licenses for the record- 
ing of the licensee’s blood type 
and Rh factor, if known. 

@ Authorize municipalities to 
contract for and contribute to the 
cost of medical, surgical, and hos- 
pital services for employees and 
their families. The measure speci- 


fies that the services must be con- 
tracted for with nonprofit mem- 
bership corporations approved by 
the state insurance superintendent 
and the state board of welfare. 
@® Exclude confidential commu- 
nications or records that are priv- 
ileged from the provision that 
persons may be permitted to ex- 
amine hospital records as to treat- 
ment, care, and maintenance of 
injured persons, unless the con- 
fidential status has been waived 
as in cases where hospitals have 
liens against third party payers. 
@ Amend insurance law to re- 
quire that group insurance policies 
contain standard provisions as to 
payment of benefits for hospital, 
surgical, or medical expenses 
without reference to when the 
condition occurred or began. The 
amendment also states that the 
insured need not present evidence 
of insurability and that neither 
age nor physical condition shall 
be cause for terminating or re- 


stricting the insurance. 


@ Provide that state tubercu- 
losis hospitals discontinued for 
such use shall be maintained and 
operated for care and treatment 
of persons suffering from cancer 
and other malignant diseases. _ 
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® Amend the insurance law to 
permit hospital service corpora- 
tions to make reimbursements for 
nursing service, necessary appli- 
ances, drugs, medicines, and sup- 
plies not provided through hos- 
pitals. Provision for ambulance 
service would also be made. 

® Amend the multiple residence 
law to require nursing and con- 
valescent homes and homes for 
the aged, of two stories erected 
after July 1, to have at least two 
fire stairs and if one story in 
height and erected after July 1, 
to have at least two means of 
egress accessible to every apart- 
ment. 

@® Permit New York City to 
operate a lottery to raise money 
to support public education and 
public hospitals. 

@® Authorize the industrial com- 
missioner to refer to a board of 
inquiry appointed by’ him any 
labor disputes which endanger 
life, safety, health, or well-being 
of a substantial number of people 
of any community. There is to be 
a “cooling off” period of at least 
30 days. 

@® Permit the workmen’s com- 
pensation chairman to license 
existing clinics and to contract for 


rehabilitation clinics to provide 


employees with proper medical | 


care and facilities to enable them 
to regain earning capacity. 

@® Establish a division of geria- 
trics in the state mental hygiene 
department. Provisions would be 
made for the admission into each 
state hospital, for care, treatment, 
and rehabilitation, of nonpsychotic, 
aged and infirm persons and other 
persons not mentally ill. 

® Create a temporary commis- 
sion to study the need for annual 
health examinations of each resi- 
dent of the state. 

@® Require the owner of a pri- 
vate proprietary nursing home to 
conduct fire drills for all person- 
nel except patients at least once a 
month and to provide for inspec- 
tion for fire hazards annually. 

® Raise from $5 to $10 per pa- 
tient day the amount of state aid 
to counties and cities for hospital 
care of tuberculosis patients. 

@® Establish, within the state 
health department, a heart in- 
stitute for research, prevention, 
and treatment of heart diseases. 
Grants-in-aid to universities, hos- 
pitals, and other research organ- 
izations would be authorized un- 
der this provision. 


@ Authorize county boards of 
supervisors to provide funds for 
groups treating or doing research 
on cerebral palsy. 

Two resolutions of interest to 
hospitals have also been intro- 
duced in the state legislature. 

One would create a committee 
to investigate the feasibility of 
establishing a hospital for the 
treatment of drug addicts and the 
other would create a committee to 
study and investigate the problem 
of mental illness and the extent to 
which research activities might be 
expanded to prevent such illness. 
Both committees would make their 


reports by February 1958. 


_HOSPITAL ASSOCIATION OF 
PENNSYLVANIA 


A bill. introduced in the Penn- 
sylvania legislature would extend - 
to state aided hospitals the power 
of eminent domain now held by 
state hospitals, for purposes of ob- 
taining necessary additional lands 
for buildings or other hospital uses 
or for water supply. 

An amendment has been pro- 
posed which would change the 
Workmen’s Compensation Law of 


1915 by removing limitations on 


the amount of hospital, medical, 
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and surgical services to be fur- 
nished to employees. | 

The Pennsylvania association 
has announced its opposition to a 
proposed plumbing law providing 
for the registration and regulation 
of persons engaged in plumbing 
work. Many duties performed by 
maintenance personnel in the hos- 
pital would be included under 
the proposed law, it was stated. 

- Bills which would amend the 
Practical Nurse Law of 1956 have 
been introduced. The amendments 
would permit those persons com- 
pleting licensed private school 
courses of not less than 90 hours 
and having 1,500 hours of experi- 
ence as practical nurses to qualify 
for licensure examinations. . 

Bills have also been introduced 
to exclude from taxation, trans- 
fers of property to or by religious 
groups. 

In the drug field, a bill has been 
put forth which would transfer 
the functions, powers, and duties 
of the Division of Narcotic Control 
in the Department of Health to 
the Pennsylvania Narcotics Com- 
mission, which would be created 
under the bill’s provisions. 

Several amendments to existing 
laws have been proposed. Among 
these are: 

@ An amendment to increase 
the borrowing capacity of hospi- 
tals of 150 beds or less by $20 
million, for purposes of rehabili- 
tation and repair. | 

@ An amendment to require li- 
censed private nursing homes, 
private convalescent homes, and 
private hospitals to file monthly 
reports showing charges made for 
facilities, medicines, and services. 

@ An amendment to require li- 
censed private nursing homes and 
hospitals to post certificates show- 
ing the maximum number of oc- 
. cupants allowed in rooms. 

@ An amendment to give town- 
ship commissioners power to ap- 
propriate money annually toward 


nonprofit community nursing serv- | 


ices. 

@ An amendment to require a 
representative of organized labor 
to serve on the Advisory Health 
Board, State Welfare Commission, 
and State Board of Public Assist- 
ance. 

Among other measures intro- 
duced were those to: 

@ Provide for a legal state lot- 
tery to raise revenue for cancer 
research. The bill would create a 
Cancer Research Commission in 


the state’s Department of Welfare. » 


@® Repeal the Pennsylvania Loy- 
alty Act of 1951 under which hos- 
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pitals with schools of nursing must 
file annual loyalty statements. 

@ Provide state scholarships for 
Pennsylvania residents (not to ex- 
ceed $2,500 per student per year) 
in state aided medical schools. 

.-@ Provide state aid to political 
subdivisions or institution districts 


for care and treatment of tuber- 


culosis patients at a rate not to 
exceed $5 per day. The. bill would 
provide $6 million to the state 
Department of Health for this 
purpose. 


TENNESSEE HOSPITAL ASSOCIATION 
Bills have been proposed by the 


Tennessee Hospital Association for 
action by the Tennessee legisla- 
ture. The measures would: 

® Give hospitals a legal lien for 
costs of hospital care and treat- 
ment necessitated by injuries giv- 
ing rise to a claim by a person in- 
jured in an accident. The hospital 
lien would not be effective if the 
total settlement were less than 
$250. 

@ Make an appropriation of $1.5 
million for the next two years for 
indigent hospital care. 

@ Amend the Workmen’s Com- 
pensation Act to raise the maxi- 
mum benefits payable for medical 


fully automatic 
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and hospital care from $1,500 to 
$3,000. 

@® Employ more hospital and 
nursing home inspectors by the 
Department of Public Health. 

® Codify all statutes and deci- 
sions affecting hospitals. Funds 
have also been requested .to im- 
plement the project. 


VERMONT HOSPITAL ASSOCIATION 


A hospital lien bill was intro- 
duced in the Vermont legislature 
also, but unfavorable committee 
action caused its withdrawal. 

Granting of temporary licenses, 
up to 36 months, to hospitals 


which do not meet the full re- 
quirements of the State Health 
Commission would be permitted 
under a bill before the legislature. 

An appropriation to match fed- 
eral funds available for care of 
the medically indigent is being 
sought. 

Establishment of another school 
for practical nursing is being 
sought as part of a program to in- 
crease the supply of nurses. 

The Vermont Hospital Associa- 
tion reported that although no 
such bill had yet been introduced 
in the state legislature, it was to 
be expected that a bill seeking -to 
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tax Blue Cross would be forth- 
coming. 


WEST VIRGINIA HOSPITAL ASSOCIATION 


West Virginia’s 60-day legisla- 
tive session was over on March 9. 
The following bills were acted 
upon by the state legislature: 

@® Practical nurses must be li- 
censed in West Virginia. The bill 
was signed by the saiseceocael on 
March 7. 

@® Tabled in. committee was a 
measure which would have re- 
quired county owned and operated 
hospitals to admit all doctors and 
osteopaths without restraint from 
the boards of trustees of the hos- 
pitals. 

@ As the result of the passage 
of a new insurance code, Blue 
Cross and Blue Shield will be 
operating under a “new and im- 
proved statute” effective Jan. l, 
1958, the West Virginia Hospital 
Association stated. 

@A department of mental 
health was created to supervise 
and operate the mental hospitals 
and mental health programs in 


West Virginia. The director of the 


department is to be appointed by 
the governor and is to receive a 
salary of $20,000 per year. 


UTAH STATE HOSPITAL ASSOCIATION 


Several bills relating to hospital 
trustees, indigent care, licensing of 
naturopathic physicians, and hos- 
pital construction in Utah were 
reported by HOSPITALS, March 16, 
p. 118. 


Iowa County Hospitals Liable 
For Negligence, Court Rules 


County hospitals in Iowa are 
subject to liability for- the negli- 
gence of their employees in treat- 
ing paying patients, the Supreme 
Court of Iowa has ruled. The case 
was that of Wittmer vs. Letts, de- 
cided Jan. 15. 

The court considered the estab- 
lishment of a county hospital to 
be a purely voluntary assumption 
of the residents of the county for 
the private advantage of the lo- 
cality. 

Reasonable fees may be collect- 
ed for the use of the facilities, the 
court found, and thus a county 
hospital competes directly with 
private institutions furnishing 
similar services. 

A bill has been introduced in 
the Iowa legislature to permit 
county hospitals to purchase lia- 
bility and malpractice insurance 
(see preceding story). 
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Pennsylvania Governor Seeks | 


$24. Million in Indigent Aid 


Pennsylvania’s Gov. George M. 
Leader has recommended that $24 
million be appropriated for in- 
digent inpatient care, the same 
amount recommended in 1955, but 


$1,786,600 more than the amount. 


actually appropriated for 1955-57. 
The recommended amount is 
$5.5 million less than the $29.5 
million sought by the Hospital 
Association of Pennsylvania on 
behalf of its members. 
An increase of $1 per day per 
patient receiving free hospital care 
was also recommended. The new 
rate would be $9 per day. 

Gov. Leader said that ‘the 
budget recognized that the Phila- 
delphia General Hospital, oper- 
ated by the City of Philadelphia, 
should receive the same reim- 
bursement for its care of indigent 
patients .as voluntary hospitals 
throughout the state.’’ No amount 
was specified, but the Hospital 
Association of Pennsylvania has 
reported that the state budget 
office was considering a sum of 
approximately $4.6 million. | 

State aid of $2,150,000 for hos- 
pital nurses’ training was recom- 
mended. The rate would be $150 


per student per year. The recom- 
mendation is $150,000 less than 
the amount enacted by the legis- 


lature in 1955. Actually spent on 


the program in the 1953-55 bi- 


—ennium was $2,135,704. 


Pennsylvania’s hospital associa- 
tion had requested that the gover- 
nor include in his budget a rec- 
ommendation of $4.4 million for 
outpatient care. However, Gov. 
Leader made no recommendation. 


IN IDAHO, INDIANA, NORTH DAKOTA — 


Defeat Hospital-Doctor Relationship Bills 


Bills which would have permitted the states to regulate hospital- 
physician relations have been defeated in the legislatures of Idaho, Indi- 


ana, and North Dakota. 


In Idaho, an amendment to the state Medical Practices “Act introduced 
under the auspices of the state medical society, proposed that: 


“The State Board of Medicine 
shall have the power to, from 
time to time, and upon hearing, 
issue regulations to define or clari- 
fy the term of unprofessional con- 
duct. The regulations shall also 
apply to those provisions of any 
contract between a licensed phy- 
siclan and between licensed phy- 
siclans relating professional 
performance.” 

The measure was killed in com- 
mittee. Another bill affecting hos- 
pital-physician relationships had 
been withdrawn previously. 


TAX EXEMPT HOSPITALS 


Indiana’s senate defeated, 44 to 


5, a proposal to make refusal of 
membership on the staff of a tax 
exempt hospital subject to judicial 
review. 

Before the bill was defeated, the 
Indiana Hospital Association re- 
ported to its members that “this 
bill in its original form would 
have forced every hospital to ac- 
cept upon its staff every physician 
residing in the county and adjoin- 
ing counties in which the hospital 
is located; except where special 
services were involved would have 
made it impossible for the staff, 
governing board, or even the court 
to remove a physician from the 
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The Drug-Stower, 
occupying only 
is so much more than just,a space saver. 

The conserving of time in dispensing drugs 
and the saving of steps . 


n your p harma 
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% x 4% feet of floor space, 


The Drug-Stower 
brings the concept of automation to your pharmacy, 
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360 A slight touch of your hand rotates the revolving unit 
of three vertical tiers of drawers 
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Save 


in floor space 
with 


With Deluxe Steel Verti-File you 
not only save floor space, but your 
cost per filing inch will be one-third 
the cost of conventional drawer files. 


YOU'LL LIKE ALL THESE OUTSTANDING 

VERTI-FILE FEATURES: 

e Less file clerks required—faster fil- 
ing, less walking time, no drawers 
to open and close 

e Unlimited visibility 

e Reduces employee fatigue 

e Increases filing accuracy 

e Safer—no tripping over pulled-out 
drawers, no falling over step stools 

@ Bottom shelf, 6” off floor, protects 
folios from wet mopping 

Adopted and approved by the Office 

Management Committee on Cost 

Reduction and Efficiency 


Call your Deluxe dealer 
or write for new brochure 


D| E| L/U|X/E 


DELUXE METAL FURNITURE CO., Warren, Pa. 
A DIVISION OF THE ROYAL METAL MFG. CO. 
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medical staff so long as he retains 
his license to practice medicine... 
“It will ... make the control of 
the hospital to a large extent, a 
responsibility of the judge of the 
circuit or Superior court, and de- 
prive the hospital of the benefit of 
the professional skill of the staff 
in reaching decisions of import- 
ance for proper control of the 
hospitals.” 


PROPOSED REVISION 


In North Dakota, the legislature 
defeated that part of a proposed 
revision of the state Medical Prac- 
tices Act which would have made 
“practicing medicine as an em- 
ployee of an association or corpo- 


ration” grounds for withholding | 


or revoking a license to practice 
medicine. 

The revision would have read: 
“Practicing medicine as the part- 
ner, agent, or employee of a per- 
son who does not hold a license to 
practice medicine, or practicing 
medicine as an employee of an 
association or corporation; pro- 
vided, however, a licentiate hold- 
ing a license to practice medicine 
may accept employment from a 
person, partnership, association or 
corporation to examine and treat 
the employees of such _ person, 
partnership, association or corpo- 
ration.” 


Association Appointment, 
Staff Changes Announced 


Dr. Edwin L. Crosby, director 
of the American Hospital Associa- 
tion, has announced the following 
staff changes and_staff- appoint- 
ment: 

Alan E. Treloar, Ph.D., has been 
named director of research of the 
Hospital Research and Educational 
Trust. He will also continue as di- 
rector of research for the Associa- 
tion. 

James R. Neely, secretary of the 
Council on Prepayment Plans and 
Hospital Reimbursement, has been 
appointed assistant director of re- 
search for the Association. He will 
also be assistant director of re- 
search and assistant secretary of 
the Hospital Research and Educa- 
tional Trust. 

Clifford Wolfe, secretary of the 
AHA Council on Hospital Planning 
and Plant Operation, joined the 
staff of the department of research 
on March 1 when Project W-59, 
“Collaborative Program in Hospi- 
tal Planning,’ was activated. He 
is now director of Project W-59. 

Ruth Barnhart, research associate 
on Project W-42, “Operation of 


Hospital Planning and Licensing: 
Laws,” will continue part-time in | 
that post, devoting the remainder 
of her time to the Council on Pre- 
payment Plans and Hospital Re- 
imbursement. 

Helen D. McGuire, C.R.L., chief of 
the-Medical Record Branch, Divi- 
sion of Hospitals, Public Health 
Service, Washington, D. C., will 
become assistant secretary of the 
Council on Professional Practice 
effective May 1. Mrs. McGuire, who 
has been a federal employee since 
1943, holds a master’s degree in 
English from the University of 
Toronto. 


Disaster Log 


Following is a list of ‘disasters 
which affected hospitals, as re- 
ported to HOSPITALS, JOURNAL OF 
THE AMERICAN HOSPITAL ASSOCIA- 
TION: 

Feb. 22; Mt. Airy, N.C.; one 
child died. and 45-50 others were 
injured in a school fire; 12 were 
admitted to 371-bed North Caro- 
lina Baptist Hospital, Winston- 
Salem; 3 children were taken to 
84-bed Hugh Chatham Memorial 
Hospital; 5 were taken to 9-bed 
Dobson (N.C.) Emergency Hospi- 


. tal; 25-30 other children were 


treated at the offices of Mt. Airy 
doctors. 

Feb. 22; Pasadena, Tex.; one 
person died and 13 were injured 
in an explosion and fire at a paper 
plant; injured were taken to 45- 
bed Southmore Hospital and Clinic 
and 100-bed Pasadena Hospital 
and Clinic, both Pasadena; un- 
known number of injured were 
treated at the scene. 

Feb. 27; Los Angeles; 37 people 
were taken to Georgia Street 
Emergency Hospital following a 
trolley derailment; 7 of those in- 
jured were hospitalized at other 
municipal installations. 

March 5; Kenosha, Wis.; boiler 
explosion at St. Catherine’s Hos- 
pital critically injured the hospi- 
tal’s engineer and disrupted phone, 
laundry, and heating facilities. 

March 7; Wilmington, Del.; 15 
people rescued after a ship colli- 
sion in the Delaware River were 
treated at 377-bed Delaware Hos- 
pital; one person was hospitalized. 


16 Injured in Train Accident 


Sixteen people were treated. at 
Halifax District Hospital, Day- 
tona Beach, Fla., for injuries sus- 
tained in the derailment of a 
Florida East Coast Railway train 
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on March 16. Four of the injured 
required hospitalization. 

The hospital, Administrator T. 
Fletcher Little said, put a mini- 
mum disaster plan into effect when 
it was notified about the accident 
by sheriff’s police. 


Personal News 


% 


_ (Continued from page 94) 


sey, serving as trustee, 1931-1950 
and vice president, 1940-1950; and 
trustee of the Hospital Service 
Plan of New Jersey (Blue Cross), 
1933-1950. 


@ Mary F. NOONAN, retired super- 
intendent of Gray Oaks Hospital, 
Yonkers, N. Y., died February 12. 
She was 62. Miss Noonan was su- 
perintendent of the hospital from 
1941 until 1955. 


@ LESLIE D. REID died March 7 in 
Kansas City. He was 48. Mr. Reid 
was administrator of St. Luke’s 
Hospital, Kansas City, Mo., since 
1953. 

In 1944 he was named assistant 
superintendent of Presbyterian 
Hospital, Chicago (now Presby- 


terian-St. Luke’s Hospital). He 
became superin- 
tendent the fol- 
lowing year and 
served in the 
post until mov- 
ing to Kansas 
City. 

Mr. Reid. was 
a member of the 
current Com- 
mittee on Insur- 
ance for Hos- 
pitals of the 
American Hospital Association’s 
Council on Administrative Prac- 
tice. He has served on several 
committees of this Council and the 
Council on Professional Practice 


MR. REID 


- since 1944. Mr. Reid was also presi- 
dent of the Illinois Hospital Asso- 


ciation in 1951. 


@ JEANETTE V. WHITE, R.N., editor 


of the American Journal of Nurs- 


ing in New York, died March 4. 
She was 48. 

Miss White went to the journal 
as an associate editor in 1948. She 


became managing editor and in 


1956 was appointed editor. 

From 1940 to 1943 she served on 
the nursing staff of the University 
of Chicago Clinics and from 1943 
to 1946, Miss White was teaching 


supervisor at the Illinois. State 
School of Psychiatric Nursing. 


Designing and staffing 
the recovery room 


(Continued from page 44) 


be attempted to determine if the 
recovery room really represents a 
transfer of personnel into an area 
in which they can be used more 
efficiently, or if it constitutes in 
whole or in part, additional nurs- 
ing care for which there must be 
a corresponding revenue. 

The department of anesthesi- 
ology has prepared a pamphlet to 
be given each patient admitted for 
surgery. A brief statement about 
the recovery room is included and 
assists the medical staff and the 
anesthesiologist in explaining this 
important service to the patient 
and his relatives.. 

An architectural feature of the 
new building is a visitor’s lounge 
on each patient floor. Relatives of 
surgery patients desiring to remain 
in the hospital while the patient 
is in the operating and recovery 
rooms are asked to wait in these 
lounges. Information is then re- 
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SIDE-CUTTING 
PLIERS for cutting surgical wires : and pins 


ing and closing, the jaws re- 
main parallel. Round objects 
may be gripped and held se- 


curely without fear of slipping. 


This plier is made in England 
of high grade, tempered steel 
and is heavily nickeled to with- 
stand rust. Overall length, 5”. 
Ask your surgical supply house 
for Berbecker Plier 


JULIUS BERBECKER & SONS, INC., 


Note that the cutters are on the 
outside. Wire to be cut may be 
reached with entire freedom 


a | from interference. When open- 


IDEAL 
BABY BEAD 


High leverage enables nurse 
to easily seal the split bead 
in baby identification brace- 
lets. Parallel jaws prevent 
the bead from slipping. 


BERBECKER SURGEONS’ NEEDLES 


Made in England for the Surgeons and Hospitals of America 
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layed to them through the floor 
nurses. Each nursing floor also 
includes a comfortably furnished 
family consultation room. This 
space is of value to the attending 
physician when talking in private 
with the relatives. 

After using our recovery room 
for 10 months, we concur with the 
administrator who replied to our 
questionnaire, ‘No one knows how 
to run a recovery room until he 
has done so .. .”’ We don’t have 
all the answers but the wealth of 
good information gathered through 
the use of this questionnaire has 
helped us. 
doctors, nurses, patients and rela- 
tives would agree our patients 
are receiving better postoperative 
care. 


Opinions and ideas 
(Continued from page 21) 


cians to direction from laymen, 
could be a perpetual source of 
discord, besides, the legal respon- 
sibilities of superintendents would 
not be met. Who will safeguard 


We are confident that 


the public against unwarranted 
admission and detention of per- 
sons; answer to a Writ on the 
question of competency or demand 
for release; accept the calculated 
risks inherent in the release of 
mental patients; or arbitrate dif- 
ferences between patients or their 
relatives, and the staff physicians? 

The remedy lies not in seeking 
unsatisfactory substitutes, but in 
making positions sufficiently at- 
tractive, let us say, competitive 
with the remunerative benefits of 
private practice for competent 
psychiatrists. The attitude of in- 
terested psychiatrists towards 
hospital administration is not one 
of disparagement and being a 
“scientifically arid field.’’ Those 
interested would seek the recom- 
mended additional academic prep- 
aration. 

Probably the most serious ob- 
jection to acceptance of nonmedi- 
cal administrators is the experience 
in medical history when pseudo- 
professionals gained status with a 
foot in the door, only to expand 
beyond all reasonable intent. It 
is in the nature of people to over- 


( 


Every hospital administrator 
knows that good food is not only 
“good for what ails the patient” 
but good for the hospital as 
ell. Many administrators have 
discovered that Meals-on-Wheels 
System has been good for the 


budget, too. 


For What 
Alls You... 


Savings in food service show up 
graphically in hospital operating 
statements. The Meals-on-Wheels 
System saves in man-hours, 
supervision and in food waste. 
If you want to know why it is 
no accident that award winning 
hospitals use Meals-on-Wheels 
System write for full details and 
literature today to: 


Meals-on Wheels 


System 


2 5001 East 59th St., Kansas City 30, Mo. 


estimate professional capabilities 
and reach for higher status. 

They hold selling points for 
taxpayers because they can talk 
“sound economy” and could be 
available at lesser compensation. 
The public may never hear that 
they are only finance and sani- 
tation experts who must rely on 
the judgment of subordinates for 
their most important responsibili- 
ties, that of the civil rights, and 
care and treatment of the mental- 
ly ill, whom the entire institution 
is dedicated to serve.—SIDNEY J. 
TILLIM, M.D., superintendent, Ne- 
vada State Hospital, Reno. 


Hospital association meetings 
(Continued from page 6) 


Improvement of Patient Care Institute— 
April 22-23; Kansas City, Mo. (Hotel 
President) 

Obstetrical Nursing Service Administra- 
tion Institute—April 22-25; Albany, 
N.Y. (Sheraton-Ten Eyck Hotel) 

Occupational Therapy Institute — Apri! 
22-26; Seattle (Olympic Hotel) 

Hospital Auxiliary Leadership Institute— 
April 25-26; Atlanta (Atlanta Bilt- 
more Hotel) 

Administrators’ Secretaries Institute — 
May 13-17; New York City (Sheraton- 
McAlpin Hotel) 

Directors of Hospital Volunteers Institute 
— May 15-17; Chicago (Blackstone 
Hotel ) 

Institute on Hospital Food Service Super- 
vision—May 20-24; Dearborn, Mich. 
(Dearborn Inn) 

Nursing Inservice Programs — 
May 27-28; Boston (Somerset Hotel) 

Hospital Organization and Hospital Plan- 
ning Institute — June 6-7; Chicago 
(Shoreland Hotel) 

Hospital Law Institute — June 10-11; 
Chicago (Edgewater Beach Hotel) 


_ Medical Social Workers Institute — June 


10-14; Washington, D.C. (Willard 
Hotel) 

Hospital Personnel Administration Insti- 
tute — June 10-14; St. Louis (Coro- 
nado Hotel) 

Hospital Dentistry Institute — June |/7- 
19; Washington, D.C. (Willard Hotel) 

Nursing Service Administration Institute 
— June 17-21; Ottawa, Canada 
(Chateau Laurier) 


Hospital Public Relations Institute—June 


24-27; Boston (Sheraton Plaza Ho- 
tel) 

Hospital Pharmacy Institute — June 24- 
28; Seattle (University of Washing- 
ton) 

Developing the Skills of Supervising In- 
stitute—June 24-28; Chicago {Edge- 
water Beach Hotel) 

Conference for Hospital Association Exec- 
utives—July 8-11; Highland Park, Ill. 
(Moraine on the Lake Hotel) 

Dietary Department Administration — 
August 5-9; Los Angeles (Ambassador 
Hotel) 

Hospital Pharmacy—August | 9-23; Chi- 
cago (University of Chicago) 

“Staffing’’ (Nursing) Departments Insti- 
tute —- September 23-25; New York 
City (Sheraton-McAlpin Hotel) 
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RE NATA 


JOHN H. HAYES. 


PRO 


SNAKE HOLLOW HOSPITAL 
NOTES: Inasmuch as our visitors’ 
elevator becomes stuck between 
floors so often, 
gested that we keep a deck of 
cards and a folding bridge table 
in it. 

As a result of our Spring Clean 
ing Drive for unwanted articles 
for our Thrift Shop we received 
many worthwhile items. However, 


one woman wanted us to accept 


her husband. 

Please do not bring electric 
blankets to patients in the hospi- 
tal. One of them got into our laun- 
dry by mistake. | 


It is well to make hospitals look 


it has been sug- 


homelike, but some people go to 
hospitals just to get away from 
home for a while. 

n 

Which are the best months in 
which to conduct drives for funds 
for charitable institutions? Let us 
see. 

June, July, August and Septem- 
ber are not good. Too many peo- 
ple are away on summer vaca- 
tions. 

December, January, February 
and March—not good either. 
Wealthy people are in the South 
or elsewhere on winter vacations. 

That leaves April, May, October 
and November. 

April and May are no good. Peo- 
ple tell you that they have just 
paid their income taxes and are 
broke. 

In October and November they 
tell you that they have to wait un- 
til the year ends to see how they 
come out financially. 

What this country needs is a 
thirteen month year! 

+ = 
Our crackpot inventor, Pat 


Pending, noting how bulky some 


patients’ histories have become, 


thinks that pneumatic tube carrier 
systems could be enlarged so as to 
carry patients to or rooms, 


x-ray, etc. 


My friend, John B. Wilderd, says 
that when invited to tea the other 
day they really served tea and not 
cocktails. 

Whatever became of all those 
little boys who used to shovel 
snow or mow your lawn for 25 
cents? 

Or those old fashioned mothers 
who used to frame the first dollar 
bill earned by a son? 

The average grandfather will 
tell you that he has great grand- 
children. He’ll even show you 
their pictures. 

@ 

Many a prominent man learns 
that his remarks are more likely 
to be quoted if what he says is 


wrong. 
a2: 


A fellow on a salt free diet 
found that it was not assault free. 
He wanted to fight his doctor and 
his nurse for giving it to him. 


see the 


For a Handy Purchasing 
Reference 


Use the 


GUIDE FOR 
HOSPITAL BUYERS 


18 E. Division Street 


on the Goldenrod pages 
Part Il of August 1 issue 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3—Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Twenty-five cents 
a word; minimum charge $3.50 per 
insertion. 


Contract Rate: Six-point body 
lines, 13 pica columns, $1.15 per 
line; eight-point display lines $1.40 
per line. Five per cent discount for 
six-insertion contracts with no 


change of copy. ~ 
FOR SALE 


AMBULANCE FOR SALE: Seibert body, 
gray; 1947 Ford chassis, model 79K; total 
mileage approximately 7,000 miles; excel- 
lent conditions; red flashing light and 
other accessories. Submit FOB bid to: 
City Manager, City of Newport, Newport, 
R.I. 


SERVICES 


DISASTER PLANNING consulting service 
to aid your industry or institution to pre- 
pare plans of action in case of fire, flood, 
natural disaster or civil defense situations, 
Timothy G. Stillman, P.O. Box 54B, Corn- 
wall-on-Hudson, New York. 


POSITIONS OPEN 


INSTRUCTOR FOR NURSES’ AIDES: Gen- 
eral Hospital treating men, women and 
children. M28 adult and pediatric beds plus 
24 bassinets. 40-hour week. Salary open. 
Apply Director, Woman's 1940 
East 101 St. Cleveland 6, Ohio 


INSTRUCTOR IN OBSTETRIC NURSING 
in a fully accredited school of nursing, 
170 students, 350 bed hospital in large 
metropolitan city with educational and 
cultural advantages. College affiliation. 
Housing available. Liberal personnel poli- 
cies. Salary open. Write HOSPITALS, Box 
H-17. 


LABORATORY TECHNICIAN (A;5S.C.P.) 
or combined laboratory and X-ray techni- 
cian, salary open, full maintenance, liberal 
personnel policy. Immediate opening. Con- 
tact the administrator of the Webster 
County Memorial Hospital, Webster 
Springs, W. Va. ; 


DIETITIANS: ADA members and home 
economics graduates needed for thera- 
peutic and food production work. Excel- 
lent starting salaries, maintenance avail- 
able. Liberal benefits. Send resume to 
HOSPITALS, Box H-3l. 


ASSISTANT DIRECTOR in charge of IN- 
SERVICE EDUCATION for nursing per- 
sonnel. 327-bed, modern air-conditioned 
midwestern hospital; good personnel poli- 
cies; opportunity to develop own program. 
Please give educational and professional 
background. Apply HOSPITALS, Box H-33. 


NURSES, registered. Immediate openings. 
General duty, all shifts. Salary open, plus 
meals and leunaiy of uniforms. Liberal 
personnel benefits. Write, wire, or call ad- 
ministrator of the Webster County Me- 
morial Hospital, Webster Springs, W. Va. 


ASSISTANT DIRECTOR NURSING 
SERVICE. B.S. degree required. Salary 
commensurate with preparation and ex- 
perience. Apply Personnel Office, Engle- 
wood Hospital, Englewood, N.J. 
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OUR 61st YEAR 


WoopDWARD 


FORMERLY AZNOE'S 


3rd 1BS N.WABASH AVE. 
CHICAGO. 
®ANN WOODWARD Director 


ADMINISTRATORS: (a) bd JCAH 


hosp, expand’g: Male or Female; 
135-bd hosp; city 150,000, NY. (e) 60-bd 
hosp; $5,400 plus priv res; Fla. (f) 125-bd 
hosp, fairly new; S.F. Calif area. (g) 75- 
bd hosp; expd, publ relations abil; twn 
15,000, Virginias. (h) 300-bd hosp; staffed 
by Dipls; univ cntr; So; $20-25,000; So. 
Atlantic. (i) Med or non med; dir rehabil 
prog, 7 hosps; new post; lge univ city; 
MW. (j) Sml hosp to open early '’57; 
lovely coll twn, So. Calif. (kK) Assistant 


Adm; 800-bd tchg $7500-; lge city; 


univ med cntr; (1) Asst; 400-bd 
med schl affil ML. $7500-$8000; MW. (m) 
Asst, 3-6 mos., then assoc dir, followed by 
directorshp upon retirement of present 
dir, 1958; child’s hosp 200 bds; (n) Asst; 
150-bd hosp, doubling capacity: req’s de- 
gree & ‘exper; $10-12,000; MidE. (0) Asst 
Adm for 1 of 3 hosp owned bY stp of 
MDs; excl potential; So. Calif. > j 
225-bd hosp, techg prog; about $8000; lge 
city on Lake Mich; MW. (q) Asst: with 
bus degree & sevl yrs hosp exper, also 
pref hosp construc bckgrnd; fully apprvd 
400-bd vol genl hosp; $7500-$8000, more if 
exper warrants; E. 


ADMINISTRATORS—WOMEN: (a) R.N. 
or non-med; 100-bd gen hsp to be compl 
late ’57; resid twn nr lge city, Calif. (b) 
R.N. or non-med; vol gen hsp 50 bds; 
$5400, unfurn residence; Fla resort loca. 
(c) R.N. or non-med; ass’t in fund rais’g, 
supv constr new 35-bd gen hsp; sm twn 
nr impor univ med ctr; MidE. (d) R.N. 
or non-med; apprv’d 150-bd gen hsp; lge 
exp prog being cons; resid area fairly nr 
NYC. (e) R.N. or non-med; gen hsp 75 
bds; to $6000, 7-rm apt; twn 10,000; impor 
agric area; MW. (f) R.N. or non-med; 
35-bd gen hsp to be compl Sep-Oct ’57; 
$6000; hith resort area nr twn 25,000; So. 
(g) R.N. to supt newly compl, modern 
60-bd conv home; $5000 min; lge univ & 
indus city; E. (h) R.N. or non-med; gen 
hsp to be constr soon; twn 5000, outdoor 
spt, recr area; NW. (i) R.N. or non-med- 
25-bd gen hsp, new bldg now u/constr; 
sm twn, rich agric area; MW. 


ADMINISTRATIVE POSTS: (a) Account- 
ant; qual act as acting adm in his ab- 
sence; new hosp, 75 beds; to $5000; Fla. 
(b) Bus Mgr to assist comptr; 150 bds; 
NJ. (c) Bus Mgr; 145-bd hosp; MW. (d) 
Clinic Mgr; 8-man grp; $7200: MW.. (e) 
Comptroller. (accountant-Bus Mer); fully 
apprvd 230-bd hosp; MW. (f) Personnel 
Mgr; 520 cancer-res, bd hosp; 1,200 em- 
pls; $5,390, annual increases; E. (g) Per- 
sonnel and Public Relations dir; pref one 
with 3-5 yrs exper; 245-bd JCAH hosp; 
$6500-$7000; MW. (h) Personnel dir; 250- 
bd JCAH ‘hosp; city 50,000; MW. (1) 
Purch Dir; hosp expndg to 500 bds; MW. 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
900 North Michigan Ave. £ 


Chicago 11, Illinois 


ADMINISTRATORS: (a) Medical; 2 small 
hosps; yr-round resort; So. (b) Medical; 
consultant; med. ed. prog; some travel. 
(c) Ass’t med. adm., hosp. group; would 
direct 400-bed unit on-own; MW. (d) Gen’l 
hosp., 325 beds; town 60,000 near univ. cen- 
ter. (e) To succeed adm. retiring after 22 


yrs; univ. city, W. (f) Dir., vol. gen. hosp., 


150 beds completed '51; plans nearing com- 
pletion, 244 million expansion prog; E. (g) 
Ass’t; 225-bed hosp. affil. med. school; pref. 
one strong accounting; MW: $12-$14,000. 
(h) Ass’t; vol. gen. hosp., 400 beds; degree, 
several yrs. adm. exp. required; coll. town, 


E. (i) Gen. 40-bed hosp.; active out-patient 
clinic; lge indus. co; woman eligible; $6000- 
$8000; SW. H4-1. 


ANESTHETISTS: (a) Brand new 100-bed 
hosp., beautiful southern town; $6600 plus 
percentage. (b) Free lance, two hosps; 
coll. town, 25,000; excell. oppor; Minn. 
(c) Staff; 75-bed new hosp; mountain re- 
sort town; best summer, winter outdoor 
facilities; Calif; $5000 plus. (d) Male nurse; 
med. group; 30-hr week; $6000; near San 
Francisco. (e) Staff; Ob; no call; 300-bed 
hosp. near Chicago; $6000. H4-2. 


DIETITIANS: (a) Chief; organize dept; 
new 100-bed hosp; wealthy mountain re- 
sort city; S.E.;. top sal. (b) Consulting 
dietitian; 3 hosps total 165 beds within 50 . 
mile radius; Upper Pen., Mich; beautiful 
resort area. H4-3. 


DIRECTORS OF NURSING: (a) Dir. nurs- 
ing service, educ., 400-bed vol. hosp. affil. 
recognized univ; 200 students; school natl. 
accred:; capital city, 200,000, MW; $8000. 
(b) Dir., head new practical nurse pro- 
gram; city public school system; near 
famous mountain resort; E; top sal. (c) 
Dir. of nursing, well renowned E.E.T. hosp; 
univ. affil; $6-$7500. (d) Dir. nursing serv- 
ice; 300-bed hosp. inc. to. 450, near future, 
oppor. exercise initiative; excell. financial 
possibilities; West Coast. H4-4. 


EXECUTIVE HOUSEKEEPERS: (a) Gen. 
250-bed hosp; ideal working conditions; 
Fla; attrac. sal., male or female. (b) Ex- 
cell. oppor; re- -organize dept; beautiful 
lge hosp., vicinity, Wash, D.C.; top sal. 


EXECUTIVE PERSONNEL: (a) Bus. man-— 
ager well qual. accounting; woman elig: 
300-bed gen. hosp; coll. town, SW. (b) 
Controller & office (25 personnel) mgr; 
400-bed gen. hosp; min., $7000; E. (c) Pur- 
chasing dir; 350-bed gen. hosp; coll. town, 
MW. (d) Chief, business dept, city dept of 
health and hosp; Calif. (e) Personnel dir; 
325-bed hosp. nearing completion, univ. 
city, So. (f) Food service mgr; 700-bed 
hosp; top administrative skills req; sole 
dept responsibility; sal. commensurate 
ability; univ. city, E. H4-6. 


FACULTY POSTS: (a) Assoc. dir. nursing 
educ; fast growing hosp; good student en- 


-rollment potential; ideal Col. location; top 


sal. (b) Assoc. prof; plan, supv. instruct 
basic nursing students well estab. col- 
legiate school; $6500; also asst prof. psych; 
$5200; W. (c) Med., surg., ob., nursing arts 
instructors; faculty status; state coll. nurs- 
ing dept; $6000; So. (d) Asst. ped. cl. 
instr; 500-bed hosp; school of 100; partici- 
pate in faculty org; $4700; commuting dis- 
tance NYC. H4-7. 


MEDICAL RECORD -LIBRARIANS: (a) 
Dir; adm ability essential; head dept of 
100; internat’lly renowned univ. hosp; top 
sal. (b) Chief; lge univ. teaching hosp; 
outstanding oppor; educational advan- 
tages, sal. commensurate ability; com- 
muting distance Nation’s capitol. H4-8. 


SUPERVISORS: (a) Gen; experienced to 
head nursing serv., small new hosp; mild 
yr round climate; $5000; So. (b) OB; out- 
standing oppor; active maternity po at 
gen hosp., ideal location, Chicago; $5 


.plus. (c) OR; adm. ability req; busy surg. 


schedule; beautiful mod. Connecticut hosp; 
$5000 up. (d) Supervisor with some oper- 
ating room experience, able to speak 
Spanish; South America. H4-9. 


STAFF NURSES: Foreign assignment: out- 
standing American company; air-condi- 
tioned hosp, living quarters; $7800. H-10. 


PROFESSIONAL PLACEMENTS 
Agency 
432 North Lemon Avenue 
Ontario, California 


A. G. Turner R. T. McHugh 


Free counseling service to those inter- 
ested in medical placements in the West- 
ern states. Listings and inquiries are con- 
fidential. No registration fees. Licensed by 
the State of California. 


HOSPITALS, J.A.H.A. 


q 
Vedicat Bureau 
| 
H4-5. 


POSITIONS OPEN 


REGISTERED MEDICAL RECORD LI- 
BRARIAN to head department in new 
teaching hospital. Located in midwest col- 
lege town. 200 beds at present but with 
facilities to expand to over 400 beds. In 
reply state training, experience, and sal- 
5, desired. Address OSPITALS, Box 


ANESTHETIST, NURSE: For obstetrics 
and surgery, also three general duty 
nurses in new modern 44-bed hospital 
near Port Huron. Top salaries and best of 
working conditions. Write to L. T. Lyon, 
Administrator, Yale Community Hospital, 
Inc., Yale, Michigan. 


DIETITIANS: A.D.A. Therapeutic and Ad- 

ministrative. 230-bed fully accredited 

hospital. Salary open. Liberal personnel 

ae yr Housing available. Address HOS- 
TALS, Box H-36. 


Registered female’ nurse wanted for 
SUPERINTENDENT of a 48-bed County 
Tuberculosis Sanatorium in Midwest. 
Position is open August 1, 1957. Desire 
someone experienced in administrative 
work and have some Knowledge of Tu- 


berculosis work. Address HOSPITALS, 
Box H-37. 
CLINICAL INSTRUCTOR (OBSTETRI- 


CAL NURSING). College credits or ex- 
perience required. Salary range $320-$380. 
Apply Personnel Office, Englewood — 
tal, Englewood, N.J. 


ASSISTANT NURSING 
(2). Rotate 3-11:30 P.M., 11-7:30 

Start $300 month plus $30 ‘add'l. diff. es 
ply Personnel Office, Englewood, Hospi- 
tal, Englewood, N.J 


DIETITIAN wanted for 88-bed private 
psychiatric hospital near Cleveland, Ohio. 
Complete charge. Live in. Write Director, 
Windsor Hospital, Chagrin Falls, Ohio. 


OBSTETRICAL SUPERVISOR. New mod- 
ern obstetrical building part of a 302 bed 
— hospital; Western New York area. 
Sa will open soon. Requirements: 
Y. State registration, B.S. Degree ee 
ati and satisfactory experience. Pro- 
gressive personnel policies, retirement 
plan, 40 hour week, salary dependent on 
education and experience. Write to HOS- 
- PITALS, Box H-18. 


MEDICAL-SURGICAL SUPERVISOR, AD- 
MINISTRATIVE. 302 bed voluntary hos- 
pital, Western New York. B.S. degree 
and/or satisfactory experience in super- 
vision. Will consider person with satis- 
factory experience working towards 
degree. Progressive personnel policies, re- 
tirement plan, 40 hour week, salary de- 
pendent on education and_ experience. 
Write to HOSPITALS, Box H-19. 


NURSES—General duty, operating room 
and delivery room. Salary $315.00 to $351.00 
per month plus department premium of 
$10.00. Shift premium of $20.00 extra per 
month. Vacation up to 4 weeks. Retirement 
program and Social Security. Hospitaliza- 
tion insurance, 40 hour week. Hospital lo- 
cated on university campus. Apply Direc- 
tor of Nursing, Palo Alto Hospital. Palo 
Alto, California. 


LIBRARIAN, MEDICAL RECORD—Regis- 

tered. To assume charge of record room. 

= bed general hospital, 40 hours—salary 
en. Contact Miss G. Cooper, Woman's 
ospital, Cleveland, Ohio. 


ASSISTANT DIETITIAN—375-bed ‘general 


hospital. Duties involve therapeutic diet 
planning, patient contact, and general 
supervision. Salary open. Full employee 
benefits. Apply: Director of Personnel, 
Blodgett Memorial Hospital, Grand Rapids, 
Michigan. 


HOSPITAL PERSONNEL BUREAU 


220 E. Lexington St., 
Baltimore 2, Maryland 


Administrators, Physicians, Nurses, Tech- 
nicians, Dietitians, Librarians, and other 
categories. Mail resume, hoto. No regis- 
tration fee. Mr. Cotter. Licensed Em af 
ment Agent. LE 9-5029. Res. RI 7- 
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PHYSICAL THERAPIST—man or woman. 
Graduation from approved school required 
for new department located in 224-bed 
general hospital. Excellent personnel poli- 
— Allen Memorial Hospital, Waterloo, 
owa. 


SHAY MEDICAL AGENCY 
55 East Washington Street 
Chicago 2, Ill. 


Blanche L. Shay, Director 


ADMINISTRATIVE PERSONNEL: (a) 
Asst.. Adm. 100-bed hospital. East. Degree 
in H.A. not required. $5200 plus five-room 
apt. (b) Asst. Superintendent. East. Re- 
quire college graduate plus several years 
experience. $6800. (c) Purchasing Agent. 
Middle West, 200-bed hospital—expanding. 
$6000. (d) Personnel and Public Relations 
Director. 450-bed hospital. Middle West. 
$7000..(e) Administrative Assistant. Wom- 
an. Prefer nursing background. 400-bed 
hospital. To $7200. (f) Public Health Edu- 
cation Director. Capable of planning com- 
plete program and handle public rela- 
tions. Require a Masters degree. $7500. 


DIRECTOR OF NURSES: (a) Calif. Hos- 
pital in process of expanding. Present di- 
rector retiring in one year. Would work 
as Director of Nursing ‘Service until then 
and take over completely afterward. $6500 
minimum to start With rapid increase if 
satisfactory. (b) East. Bachelors degree 
po good administrative experience. 
arge psychiatric hospital. To $7000. (c) 
Northwest 200-bed hospital. Have Director 
of Nursing Education. Located in city of 
60,000. (d) Director of Nursing Service. 
Middle West. Service and Education are 
two separate divisions. Bachelors degree 
_ required. 200-bed hospital; very progres- 
sive nursing program. $6500. (e) Director 
- of Nursing Service. East. Degree not re- 
quired. No teaching. 200-bed hospital near 
Boston $6000 minimum to start. (f) Mid- 
dle West. po Key supervision of nursing 
service in 225-bed hospital located in city 
of 60,000. $6500 to $7500 plus full mainte- 
nance. (g) Middle. East. 150-bed hospital 
in city of 65,000. Degree not required. To 
$6000 plus very attractive apartment. 


NOTE: We can secure for you the position 
you want in the hospital field, in the lo- 
cality you prefer. Write for an application 
—a postcard will do. All negotiations strict- 
ly confidential. 


POSITIONS WANTED 


EXECUTIVE HOUSEKEEPER, male, sin- 
gle, diversified experience organizational 
and managerial abilities, willing to be 
prepared for Asst. Administrator, avail- 
able. Address HOSPITALS, Box H-44. 


HOSPITAL ADMINISTRATOR OR ASST.: 

Well qualified, eight years same small hos- 
pital. All purchasing and accounting. Mar- 
ried, Protestant. Prefer Ohio or mid-west. 
Address HOSPITALS, Box H-39. 


ADMINISTRATOR: B.S.-B.A. degree in 
accounting, five years experience in per- 
sonnel and business management, entered 
hospital administration in 1955, Protes- 
~— married. Address HOSPITALS, Box 
-A0. 


ANESTHETIST, AANA, male. Free lance, 
fee, salary sufficient to support family. 
Degree, can teach. Prefer M Address 
HOSPITALS, Box H-4l. 


OUR 61st YEAR 


Wo ODWARD 
Personnel Bureau 


FORMERLY AZINOES 
i 


ADMINISTRATOR or ASS’T: B.A. (busi- 
ness adm), M.H.A.. Minn; yrs hosp res; 
3 yrs, adm, 75-bd genl hosp; 3 yrs, Per- 
sonnel dir, 500-bd tchg hosp; seeks return 


adm as field dir; 200 bds- taht or asst, 
larger hosps; Member ACHA 


ADMNNISTRATOR: B.S., hosp adm; yrs 
hosp hes; 4 yrs, adm ofc & asst adm, 400- 
bd, re arch & tchg hosp; 4 yrs, adm 150- 
bd chi hosp; superior individual, 
excl trn’d & exper’d: active hosp affairs, 
Natl levels; middle 30's; Member 


ADMINISTRATOR: 2 yrs, hosp pharma- 
cist, 2 yrs, hosp surgical] sales; 3 yrs, hosp 
purchasing agent; 1 yr, 5 yrs, 2 yrs, adm, 
hospitals, medium sized; eminently suc- 
cessful; seeks larger hosp: late 30’s; Mem- 
ber ACHA. 


ADMINISTRATOR: R.N., past 6 yrs, adm, 
50-bd genl hosp; seeks larger hosp, great- 
er responsibilities; midwest; Member AC- 
HA; excel references. 


ASSISTANT ADMINISTRATOR: 

M.H.A.; 2 yrs res, 2 yrs relations, lge 
hosp; 5 yrs, asst adm, 325-bd hosp; seeks 
larger hosp; Calif or South; late 30's; 
Nominee ACHA 


ASSISTANT ADMINISTRATOR: B.A. 
(bus adm) M.S. (bus mgmt); completing 
2 yrs adm res, 350-bd hosp; prefers Mich; 
middle 20’s. 


ASSISTANT ADMINISTRATOR: B5S. 
(bus adm) M.S. (hosp adm) 2 yrs hosp 
accntg; 3 yrs ofc & cred mgr, 150-bd 
hosp; yrs hosp res; currently, asst dir, 
1000-bd med schl affil hosp; seeks asst- 
shp, hosp 300 bds up; any locality; early 
one recommendations; Nominee 


ASSISTANT ADMINISTRATOR: BA., 
M.H.A.; 4 yrs adm offices, US Army; 7 
yrs, adm asst, state Hith Dept: complet- 
ing 2-yr adm res 100-bd tchg hosp; mid- 
dle 30's; single. 


ANESTHESIOLOGY: 2 yrs, dir, anes, 150- 
bd hosp & assoc dir, anes, 2 others; pre- 
fers, chiefship, one hosp, min 300 b : 
fee or percentage; late 30’s. 


COMPTROLLER: 9 yrs, accountant to 
comptroller, 500-bd tchg hosp; 2 yrs, 
comptroller, 300-bd hosp; charter mem- 
a seeks lIge hosp; age 40; $8- 


PATHOLOGIST: 2 yrs, asst path, 300-bd 
hosp; 2 yrs, priv pract, path & attendg 
path. 2 hosps, 600. bds; capacity; seeks 
dirctshp hosp dept, 35; Dipl, CP., P.A. 


PURCHASING DIRECTOR: 10 yrs, pur- 
chasing director, 700-bd univ hosp; high- 
est qual & references. 


RADIOLOGIST: 7 yrs, successful priv 
pract, rad; prefers chiefship, hosp dept; 
Diplomate. 


THE MEDICAL BUREAU 


M. Burneice Larson—Director 


900 North Michigan Ave. 
Chicago 11, Illinois 


ADMINISTRATOR: M.H.A.; four years, 
assoc. dir., tch’g hosp., assisting bldg prog. 
increasing capacity from 200 to 400; 6 yrs, 
dir., 225-bed hosp. 


ADMINISTRATOR: Med: Master’s (Pub. 
Hlth); 5 yrs? adm., public hilth field; 9 
yrs exp. in hosp. adm., serving as dir., 
lige vol. hosp. 


ADMINISTRATOR: R.N.; grad., tchg hosp; 
6 yrs anes. exp; recently completed adm. 
res., receiving M.H.A. from med. school 
prog. 


FOOD SUPERVISOR: B.S. (Major: 
tutional Management, Home Ec.); 
exp. 


PATHOLOGIST: M.S. (Path); 
(Path. Anatomy, Clin. Path); 
path., 250-bed hosp. 


PERSONNEL DIRECTOR: B.A.; yr, grad. 
training, Personnel Adm; 4 yrs., personnel 
dir., 250-bed hosp. 


RADIOLOGIST: univ. hosp. training’ in 
rad; grad. training, isotopes; 6 yrs, dir. 
dept, 250-bed hosp; Dipl. 


Insti- 
10 yrs’ 


Diplomate 
8 yrs., dir. 
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Classified advertising keeps many businesses 
in operation. It’s the lowest cost method of 
advertising available. It can serve your hos- 
pital too. 
Here is the audience for your advertisement 
. HOSPITALS subscribers include more 
than 9,000 hospitals and administrators, 
1,800 department heads, 700 governing board 
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members and 1,200 public health organiza- 
tions, physicians and nurses in addition to 
approximately 4,500 others. 

Need help? Want to change positions? 
Have old equipment for sale? Offering a 
course of instruction? Then it will pay you 
to usé the classifieds. 


HOSPITALS, J.A.H.A. 
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The better-tolerated salicylate for hospital patients 


When patients complain of headache, or other 
minor aches or pains, BUFFERIN gives fast relief but 
seldom causes gastric upsets, even in large doses.' 


Although arthritic patients are markedly more 
susceptible to straight aspirin than the general 
population, they tolerate BUFFERIN well. 

Each BUFFERIN tablet contains 5 grains acetyl- 
salicylic acid plus the antacids magnesium carbon- 
ate and aluminum glycinate. 


BuFFERIN contains no sodium. 


Bristol-Myers Company, 19 West 


| 

| 

| 

| 

| BUFFERIN is easy to dispense when you use the 

| convenient Hospital Package—250 individual 

| -aluminum foil-lined packets, each containing 

| two BUFFERIN tablets. Economical, too. Each 
dose costs you only 1%4¢. ¢ 

mid 


References: 1. Ind. Med. 20:480, 1951. 2. J.A.M.A.: 158:386 (June 4) 1955. 


50 Street, New York 20, N.Y. 
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A BETTER TECHNIQUE — 
FOR PATIENT UTENSILS... 


= 


= 


THE 
UTENSIL WASHER=-SANITI 


SENG ~* 
~ o ce ~ > ~ 
The American Utensil Washer-Sanitizer provides efficient equipments. 
SS 


to carry out an improved technique in preventing the transfer of . 
communicable diseases among patients and hospital personnel. 
Convenient and automatic, it washes and sanitizes three full sets of: 
patients’ utensils in two loads... at a speed well within the 
normal discharge-and-admission rate. Simple and economical 
to install and operate, the Washer-Sanitizer saves personnel time, 
reduces Utility Room clutter and assures uniform cleaning 
and sanitizing at less cost. 


For complete information on this new Utensil Technique, Y 
write for bulletin SC-321. 
is available with stainless steel 


: = 2 R CA N Utility Room clean-up counter or 
S E R | L] R as free-standing unit 


shown 
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